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PREFACE 


♦ 

Books,  especially,  perhaps,  medical  books,  tend  to  grow  larger 
and  larger.  It  may  be  that  this  cannot  be  avoided ; bnt  the 
result  is,  that  it  is  often  difficult  to  find  in  them  what  one 
wants  at  a moment’s  notice. 

The  general  knowledge,  which  one  acquires  gradually  in 
the  course  of  practice,  often  without  any  special  study,  may 
enable  one  to  come  to  a conclusion  that  an  operation  ought 
to  be  performed ; but  very  precise  information  is  required 
when  one  has  actually  to  perform  the  operation. 

Frequently  exact  details  are  wanting.  When  they  are 
found,  they  may  not  be  sufficiently  precise,  “ you  may  do  this 
or  that,  or  you  may  attain  your  end  in  some  other  way.” 
This  is  satisfactory  enough  when  one  is  familiar  with  the 
subject,  as  one  can  then  compare  one’s  own  knowledge  with 
what  has  been  collected  together. 

In  the  following  pages  an  attempt  has  been  made  to  enter 
fully  into  what  has  to  be  done,  from  the  time  that  a gynaeco- 
logical operation  has  been  decided  on,  until  the  patient  has 
been  discharged. 

A friend  remarked,  “ Tell  me  how  to  sew  up  a perineum ; 
everyone  says  it  is  quite  easy,  but  an  exact  description  is 
what  I want.”  To  do  this  has  been  my  aim ; and  also  to 
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show  that  the  majority  of  these  operations  are  comparatively 
simple,  and  do  not  require  the  assistance  of  four  or  five 
doctors,  and  two  or  three  nurses.  Such  an  array  naturally 
alarms  the  patient  and  her  friends ; but  they  will  think,  when 
a slight  operation  has  been  performed  on  the  cervix,  perhaps 
removing  a mucous  polypus,  and  the  patient  has  recovered, 
what  a clever  man  so  and  so  is,  and  what  a serious  and 
successful  operation  he  has  performed ! 

Operations  which  necessitate  opening  the  peritoneal  cavity 
have  not  been  included,  as  they  have  been  already  described 
in  the  writer’s  Text-Book  of  Abdominal  Surgery. 

42  Charles  Street,  Berkeley  Square,  W., 

October  1900. 
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CHAPTER  I. 

INTRODUCTORY. 

Before  an  operation  can  be  performed,  a certain  amount  of 
preparation  is  required.  As  this  preparation  is  common  to 
all  the  operations  which  will  be  described,  it  is  necessary 
to  enter  into  its  details  once.  It  is  to  be  understood, 
therefore,  that  this  is  to  be  added  before  the  description  of 
every  operation  found  in  this  work. 

I do  not  intend  to  enter  much  into  the  discussion  of 
theories,  but  to  state  facts,  or  at  least  what  I believe  to  be 
facts.  While  a few  words  may  be  said,  it  is  therefore  not 
necessary  to  enter  into  a dissertation  on  the  advantages  to  be 
derived  from  believing  in  the  germ  theory  of  disease,  and 
following  out  what  is  called  Listerism ; as  against  the 
doctrine  of  ordinary  cleanliness,  so  called ; — the  former, 
carried  to  its  most  extreme  limits,  is  not  necessary,  nor, 
on  the  other  hand,  is  ordinary  cleanliness  quite  sufficient  for 
gynaecological  operations.  If  one  or  the  other  plan  must 
be  adopted,  the  former  will  be  preferable,  because,  in  the 
operations  to  be  treated  of,  it  can  do  no  possible  harm 
though  the  patients  may  suffer  somewhat  in  comfort,  while 
in  the  latter  there  will  be  less  fuss  and  trouble,  but  occa- 
sionally, very  occasionally,  a patient  may  suffer.  What  is 
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often  wanted  badly  is  a little  more  consideration  for  the 
end  which  is  desired,  and  less  for  the  minute  niceties  of 
arrangements  and  preparation ; because  so  much  comes  to 
be  routine,  that  any  emergency  seems  to  put  everything  to 
a standstill,  and  too  much  is  left  to  mechanical  aids. 

The  vagina  and  the  parts  in  the  neighbourhood  are  not 
aseptic,  and  from  the  nature  of  things  they  never  can  be  kept 
aseptic.  Possibly  they  may  be  made  perfectly  aseptic  for  a 
time,  but  how  can  one  ensure  that  they  will  be  kept  in  such 
a condition. 

In  spite  of  everything  one  can  say,  some  will  still  try 
after  the  impossible,  and  patients  will  be  washed  and 
scrubbed  and  syringed  and  antiseptically  packed,  till  they 
feel  they  have  been  through  a big  business,  and  that  the 
operation  itself  is  a small  matter  after  all. 

Ordinary  cleanliness  is  not  enough : what  one  wants  is 
special  surgical  or  chemical  cleanliness. 

One  has  really  to  make  some  stand  against  extreme 
notions ; for,  on  the  one  hand,  we  have  those  who  try  to 
keep  aseptic  the  lower  part  of  the  bowel  after  an  ordinary 
operation  for  haemorrhoids,  or  use  during  an  operation  a 
sterilised  pocket-handkerchief,  taken,  perhaps,  out  of  a non- 
sterilised  pocket.  On  the  other  hand,  there  is  the  class  who 
scoff  at  antiseptics  of  all  kinds,  but  who  forget  that  they 
learned  to  be  clean,  i.c.  properly  clean,  by  finding  out  that 
results  were  better  by  following  Lister,  and  thus  being 
chemically  clean.  In  this  way,  having  discovered  that 
rigid  cleanliness  was  necessary,  they  found  that  they  could 
dispense  with  the  chemicals,  but  they  remained  clean, 
whereas  they  were  formerly  not  as  clean  as  is  necessary. 
Not  one  of  them  would  now  think  of  opening  the  peritoneum, 
careless  whether  the  instruments,  sponges,  etc.,  had  been 
washed  by  a student  fresh  from  the  dissecting-room,  a ward- 
maid,  or  a casual  patient. 

Nothing  shows  this  better  than  the  statistics  of  ovari- 
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otomy.  Before  antiseptics,  my  father,  Dr.  Thomas  Keith,  had 
reduced  his  mortality  to  under  5 per  cent.,  while  the  results 
of  Wells,  Tait,  and  the  other  successful  British  ovariotomists 
showed  a death-rate  of  somewhere  between  15  and  20 
per  cent.  In  great  measure  this  difference  was  due  to 
cleanliness : my  father  washed  his  sponges  himself,  he 
scrubbed  his  instruments  with  a nail-brush  himself,  and 
he  put  the  points  of  his  forceps  in  the  flame  of  a spirit- 
lamp  himself.  He  also  left  the  peritoneal  cavity  clean ; and 
he  lias  told  me  that  often  and  often  he  wrote  letters  to 
operators,  who  had  communicated  with  him  from  all  parts 
of  the  world,  and  the  usual  contents  of  his  replies  were, 
“ Sponge,  sponge,  sponge,  and  leave  the  peritoneum  clean 
and  dry.” 

Special  cleanliness  being  required,  what  is  the  surgeon  to 

do  ? 

If  surgery  is  his  object  in  life,  he  must  give  up  some- 
thing for  it,  for  his  hands  require  to  be  both  soft  and  clean  ; 
and  I have  no  hesitation  in  saying  that  if  anyone  really 
requires  to  wash  his  hands  for  fifteen  minutes  before  operat- 
ing or  assisting  at  any  operation,  he  must  be  doing  at  other 
times  some  kind  of  work  which,  in  the  interest  of  his  patients, 
he  had  better  leave  alone,  as  he  must  have  made  them  un- 
naturally dirty.  We  are  not  such  dirty  mortals  as  to  require 
such  a preparation. 

What  is  necessary  and  sufficient  is  to  wash  the  hands 
with  soap,  or,  better,  with  an  ethereal  spirit  of  soap,  in  running 
water  till  they  are  clean,  and  then  give  them  a “ soak  ” in  a 
basin  of  1-1000  corrosive  sublimate  lotion,  allowing  the 
solution  to  remain  on,  not  drying  with  a towel,  whether  a 
sterilised  one  or  not.  In  addition  to  the  antiseptic  qualities 
of  this  lotion,  is  the  advantage  that  it  keeps  the  hands  soft. 
What  has  already  been  indicated  in  the  preface  may  be 
repeated  here,  namely,  that  other  methods  than  those 
advocated  are  good,  but  that  the  aim  of  the  book  is  “ how 
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to  do,”  not,  “ how  it  may  be  done.”  I have  no  belief  in  a 
nail-brush  for  the  bands.  Fortunately  any  old  thing,  as  one 
used  formerly  to  see,  is  now  recognised  to  be  very  much 
worse  than  none  at  all,  but  even  a new  sterilised  one  is  a 
mistake,  unless  the  bands  have  been  doing  some  work  which 
they  should  not.  For  example,  a man  fond  of  working  in 
metals,  to  take  an  extreme  case,  must  use  violent  means  to 
get  rid  of  the  ingrained  dirt.  Ordinary  people  ought  not  to 
require  a brush.  If  it  is  hard,  it  rubs  off  the  superficial 
epidermis  and  makes  the  hands  tender ; if  it  is  soft,  it  is 
useless ; and  whether  it  is  hard  or  soft,  its  use  causes 
separation  of  the  nails,  and  consequent  increase  in  depth 
of  a convenient  nest  for  dirt  or  germs.  Ordinary  dirt 
goes  off  quickly  with  ordinary  soap  and  running  water. 

During  an  operation,  a basin  of  antiseptic  lotion  should 
be  within  reach,  into  which  the  surgeon  can  dip  his  hands. 
This  not  only  keeps  the  hands  clean,  but,  by  preventing  blood 
drying  on  them,  more  comfortable  also. 

The  writer  was  very  much  struck  by  observing  during  an 
operation,  which  was,  in  other  respects,  performed  with  the 
very  greatest  amount  of  attention  to  cleanliness,  that  the 
hands  of  the  operator  and  his  assistant,  and  the  skin  of 
the  patient  near  the  wound,  were  allowed  to  be  constantly 
covered  with  blood,  no  effort  being  made  to  keep  them  clean. 

So  much  for  1 the  surgeon : what  is  to  be  done  to  the 
patient  ? 

First  and  foremost,  and  perhaps  even  more  important 
than  having  her  clean,  is  to  attend  to  that  part  wherein  lies 
the  origin  of  most  good  and  evil,  and  have  the  bowels 
thoroughly  well  emptied.  For  this  purpose  there  is  nothing 
better  than  a fairly  large  dose  of  a good  tasteless  castor-oil : 
it  is  very  seldom  that  a patient  really  cannot  manage  to  take 
this  dose.  It  may  be  asked,  what  is  a fairly  large  dose  ? 
That  will  depend  on  the  person  : an  average  dose  may  be 
taken  at  from  one  to  one  and  a half  table-spoonfuls.  It  is 
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advisable,  however,  to  ask  what  dose  of  any  laxative  the 
patient  has  found  suitable,  as  it  is  evident  that  to  give  a 
tablespoonful  of  the  oil  to  one  who  finds  one  teaspoonful 
sufficient  would  not  be  right, 

Whenever  it  seems  to  be  possible  that  the  bowels  have 
not  been  thoroughly  cleared  out  for  some  time,  it  is  as  well 
not  to  rely  on  one  dose  of  the  laxative,  but  to  give  it  twice 
or  three  times  at  an  interval  of  two  days.  If  any  patient 
really  cannot  take  the  oil,  cascara,  or  a mixture  containing 
belladonna,  cascara,  and  liquorice,  may  be  used  for  some  days 
instead. 

In  addition  to  the  laxative,  when  the  perinseum  is  to  be 
repaired,  or  when  an  operation  is  to  be  performed  on  the 
rectum,  an  injection  ought  always  to  be  given.  Many  order 
it  under  all  circumstances,  and  little  can  be  said  against  the 
practice  except  that  it  is  sometimes  fatiguing. 

This  having  been  seen  to,  there  is  little  more  to  be  done 
before  the  majority  of  operations.  Shaving  the  pubes  and 
vulva  is  quite  unnecessary,  though  it  has  certainly  come  to 
be  a routine  practice  with  most  people,  at  least  in  hospitals. 
It  must  be  disagreeable  to  have  it  done,  it  is  said  to  make 
the  parts  uncomfortable  for  a time  afterwards,  and  for  our 
purposes  it  is  difficult  to  see  what  good  can  be  derived. 
When  a part  of  the  body  is  to  be  covered  by  a dressing  after 
an  operation,  one  can  understand  and  appreciate  the  necessity 
of  rendering  the  skin  to  be  covered  aseptic,  and  not  leave  a 
possible  source  of  infection  near  to  and  shut  up  with  the 
wound.  It  really  seems  as  if  it  were  supposed  that  the 
old  and  well-known  vis  meclicatrix  naturce  had  gone  out  of 
fashion,  or  had  become  worn  out ; or  that  most  patients  of 
twenty  years  or  so  ago  died,  an  occasional  one  surviving  to 
encourage  the  others. 

The  exceptions  to  the  uselessness  of  shaving  the  parts 
are  where  a labial  cyst  is  to  be  removed  or  Alexander’s 
operation  is  to  be  performed.  In  the  former  case,  it  is 
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certainly  a convenience,  though  it  does  seem  as  if  one  were 
making  big  preparations  for  doing  not  very  much. 

After  the  patient  has  been  rendered  insensible, — and  this 
should  be  done  in  bed,  to  avoid  the  ordeal  of  having  to  climb 
on  to  the  operating-table, — all  the  necessary  disinfecting  of 
the  parts  can  be  carried  out.  The  outside  is  to  be  washed 
with  pieces  of  wadding  soaked  in  a 1-1000  corrosive  lotion, 
and  the  vagina  and  cervix  are  to  be  treated  in  the  same  way, 
after  the  vaginal  canal  has  been  opened  with  a speculum. 
The  wadding,  held  on  a pair  of  forceps,  cleanses  a rugous 
surface  like  that  of  the  vagina  more  thoroughly  than  can  be 
done  with  a douche  or  injection. 

Under  certain  circumstances  a rather  greater  amount 
of  preparation  will  be  required.  Whenever  there  is  any 
offensive  discharge,  it  is  better  to  have  the  vagina  syringed 
out  with  a saturated  solution  of  boracic  acid  or  other  bland 
antiseptic  lotion  several  times  during  the  day  before  opera- 
tion, as  well  as  shortly  before,  in  addition  to  what  is  usually 
done  by  the  operator.  When  an  operation  is  to  be  performed 
with  a patient  on  the  back,  it  is  a great  convenience  to  use 
one  of  Kelly’s  rubber  pads.  This  is  a very  simple  arrange- 
ment for  keeping  the  patient  dry,  and  conveying  all  fluid 
into  a receptacle  on  the  floor.  When  a Sims  speculum  is  to 
be  used,  or  for  any  other  reason  the  patient  has  to  be  on  the 
side,  a large  sponge  should  be  tucked  in  between  the  thighs 
to  prevent  any  fluid  running  forward  and  soiling  the  clothes. 

The  amount  of  clothing  which  the  patient  will  have  to 
wear  will  naturally  depend  on  the  weather : a nightdress  and 
vest,  or  nightdress  and  flannel  jacket,  with  stockings  in 
addition,  is  the  least  that  can  be  allowed. 


CHAPTER  II. 


METHODS,  INSTRUMENTS  AND  APPLIANCES. 

Having  cleared  the  way,  so  far  as  the  patient  and  the 
surgeon  are  concerned,  in  the  previous  chapter,  we  have 
next  to  consider  methods,  instruments  and  appliances,  which 
may  be  required  for  any  operation.  Special  instruments  will 
be  noticed  in  connection  with  the  various  operations. 

The  first  thing  which  may  be  drawn  attention  to  is  the 
advisability  of  injuring  and  bruising  the  organs  and  tissues  as 
little  as  possible.  When  a patient  is  examined  when  she  is 
not  under  the  influence  of  an  amesthetic,  she  feels  when  she 
is  hurt,  and  if  she  is  hurt  more  than  she  can  bear,  she 
tightens  her  abdominal  muscles.  But  when  she  is  un- 
conscious this  safeguard  is  lost,  and  if  care  be  not  taken, 
some  injury  may  be  done.  This  is  no  fancy  picture ; and  it 
is  only  too  true  that  almost  every  woman  who  has  been  once 
examined  expects  to  be  hurt. 

Following  on  this,  one  must  endeavour  to  leave  the 
uterus,  the  important  organ  with  which  we  shall  have 
principally  to  deal,  as  much  as  possible  in  its  natural  posi- 
tion. It  is  well  known  that  the  cervix  uteri  can  be  drawn 
down  to,  or  even  out  of,  the  vulva  without  doing  harm. 
But  when  it  is  in  this  position  tissues  are  stretched,  blood 
vessels  are  bent  and  drawn  out  of  their  natural  position, 
and  are  thus  in  a favourable  condition  for  being  injured. 
In  addition  to  this,  it  will  be  shown  later  that  it  is  really 
easier  to  operate  on  the  neck  of  the  uterus  when  it  is  in  its 


8 G YN/E  COL  O GICA  L OPERA  TIONS. 

normal  position,  as  there  is  then  more  room  for  manipu- 
lation. 

It  is  important  always  to  bear  in  mind  that  no  more 
force  must  be  used  when  a patient  has  been  made  insensible, 
than  she  would  be  able  to  bear  if  an  amesthetic  had  not 
been  administered.  This  is  too  often  forgotten. 

We  may  now  turn  to  instruments.  These  cannot  be  too 
simple : the  more  mechanical  and  complicated  they  are,  the 
less  likely  are  they  to  prove  satisfactory.  First  of  all  come 
the  specula,  and  of  these  the  most  useful,  in  fact  almost  the 
only  one  which  will  be  seen  to  be  recommended,  is  the  Sims. 
But  it  must  be  Sims’  speculum  used  as  Marion  Sims 
meant  it  to  be  used,  and  not  made  into  a simple  perimeal 
retractor,  as  is  commonly  the  case. 

This  speculum  is  not  a good  one  for  those  who  habitually 
pull  down  the  uterus,  for  it  is  then  nothing  more  than  a 
retractor.  Operators  who  do  this  will  have  to  adapt  the 
following  descriptions  to  their  own  way  of  working,  and  they 
will  find  that  the  ordinary  surgical  retractors  will  act  as 
better  specula  than  any  of  the  more  complicated  and 
expensive  instruments.  But  they  must  be  prepared  for 
rises  in  temperature  after  some  of  tbeir  operations,  with 
occasional  fixing  of  the  uterus  by  inflammatory  deposit. 
These  attacks  may  be  so  slight  as  to  pass  without  much 
notice,  and  may  be  described  as  the  “ usual  fever  following 
an  operation.”  But  the  result,  a uterus  fixed  or  drawn 
to  one  side  of  the  pelvis,  may  be  seen  afterwards,  and  by 
someone  else,  as  the  patient,  having  been  disappointed  in 
the  result  of  the  operation,  will  probably  consult  another 
doctor. 

Besides,  unless  the  cervix  be  actually  drawn  quite  outside 
the  vulva,  the  operative  measures  will  have  to  be  carried  out 
at  the  narrowest  part  of  the  vagina.  When  a Sims  speculum 
is  properly  used,  the  upper  part  of  the  vagina  will  be  seen  to 
be  much  the  widest,  and  it  is  simply  a question  of  having 
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instruments  with  long  enough  handles  to  obtain  the  full 
benefit  of  working  in  the  widest  part. 

Everyone  knows  a Sims  speculum,  most  possess  one  or 
more,  and  comparatively  few  use  them.  A common  mistake 
is  to  use  one  with  too  wide  a bill,  and  I have  never  seen  one, 
in  this  country,  narrow  enough  to  allow  one  to  operate  on 
the  cervix  of  an  unmarried  woman  without  tearing  an 
average  hymen.  The  width  of  the  bill  of  the  smallest  size 
should  be  three-quarters  of  an  inch ; of  the  largest,  one  inch 
and  a quarter.  This  speculum  is  of  comparatively  little  use 
if  the  patient  be  not  placed  in  the  proper  position,  for  it  is 
in  reality  a bivalve  instrument,  atmospheric  pressure  taking 
the  place  of  one-half  of  an  ordinary  bivalve  speculum. 

The  patient  must  be  placed  in  front  of  a side  light,  and 
the  aspect  should  be  south,  a north  light  handicapping  one 
very  materially.  Very  little  attention  seems  ever  to  have 
been  paid  to  this  point,  and  as  a general  rule  a north  light 
seems  to  be  chosen,  if  any  choice  at  all  is  made.  The 
probable  reason  for  this  is,  that  it  is  well  known  that  artists 
paint  in  a north  light ; and  while  this  is  correct  for  working 
on  the  surface,  as  in  painting  and  general  surgery,  it  is 
different  for  those  working  at  the  end  of  a tube  such  as  the 
vagina,  as  the  north  light  does  not  penetrate,  while  the  south 
one  does. 

The  patient  is  placed  on  the  left  side,  the  left  arm  is 
drawn  underneath  the  body  to  allow  the  left  side  of  the 
chest  to  rest  on  the  table ; a small  pillow  is  placed  under- 
neath the  head ; the  knees  are  drawn  well  up,  the  right 
farther  than  the  left ; and  the  buttocks  are  drawn  to  the 
edge  of  the  table,  and  in  such  a position  that  if  the  tip 'of 
the  finger  he  placed  on  the  table,  the  shadow  will  fall  in  a 
line  directly  from  the  vulva  to  the  cervix.  The  blade  of  the 
speculum  being  then  introduced,  the  instrument  is  given  over 
to  the  nurse,  who,  grasping  the  external  blade  with  the  right 
hand,  draws  the  perinseum  backwards,  and  with  her  left  pulls 
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up  the  right  labium.  The  nurse  can  assist  materially  in 
some  operations,  by  noticing  at  which  part  of  the  vagina  the 
surgeon  is  at  work,  and  moving  the  speculum  a little  up  or 
down  as  may  be  necessary.  During  a long  operation  she 
must  take  any  chance  that  offers  for  resting  the  left  hand, 
which  is  inclined  to  become  much  fatigued.  There  is  no 
difficulty  in  holding  the  speculum  for  almost  any  length  of 
time,  if  the  nurse  is  accustomed  to  it  and  keeps  her  elbow 
close  to  her  side. 

If  the  patient  is  not  straining,  or  if  she  has  not  a very 
voluminous  anterior  vaginal  wall,  the  whole  of  the  cervix, 
and  the  whole  of  the  vaginal  mucous  membrane  except  the 
part  covered  by  the  blade  of  the  speculum,  are  then  exposed 
to  view.  When  the  anterior  wall  obstructs  the  view,  a 
depressor  (Fig.  1)  may  be  used  to  push  it  out  of  the  way. 

Later,  three  other  specula  will  be  mentioned : a Fergusson, 
when  the  application  of  caustic  potash  to  the  cervix  is 
described ; a short  Fergusson,  when  the  treatment  of  cancer 
of  the  uterus  is  reached ; and  what  takes  the  place  of  a 
speculum  when  removing  submucous  fibroid  tumours,  namely, 
several  broad  retractors,  which  have  the  advantage  over  more 
complicated  instruments  that  they  can  be  bent  to  any  angle, 
and  are  quite  inexpensive.  Dressing  forceps  (Fig.  2)  should 
be  about  9 in.  long.  They  are  used  for  swabbing  out  the 
vagina,  for  the  introduction  of  plugs,  and  for  packing  either 
the  uterus  or  the  vagina. 

Sponge-holders  (Fig.  3),  about  11  in.  in  length,  are 
frequently  required,  and  it  is  well  to  have  at  least  a dozen. 
Small  pieces  of  sponge  are  fixed  on  to  each  one,  and  when 
they  have  been  used  they  are  washed  without  taking  them 
off  the  holder.  The  antiquated  plan  of  tying  a sponge  on  to 
a stick  is  still  to  be  seen.  From  the  holder  we  come  to  the 
sponge,  or,  as  I believe  they  are  now  sometimes  called  in 
surgical  language,  “ marines.”  It  does  seem  rather  hard  that 
our  old  friend  is  to  go  with  the  advance  of  fashion,  for  there 
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Fig.1. — Depressor  Fig.  2. — Dressing  Fig.3. — Sponge- 

for  anterior  forceps.  (Half  holder.  (Half 

vaginal  wall.  size.)  size.) 

(Half  size.) 


Fig.  4. — Universal 
scissors.  (Half 
size. ) 
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is  nothing  which  takes  its  place  so  well.  It  is  cheap,  it  lasts 
for  many  years,  and  it  can  he  made  perfectly  clean  with 
comparatively  little  trouble.  It  is  not  necessary  to  buy  an 
expensive  cup-shaped  sponge  when  it  is  to  be  cut  in  pieces, 
and  it  can  be  cleansed  in  the  following  way.  First  beat  the 
sand  well  out,  then  soak  for  four  or  five  hours  in  a dilute 
solution  of  hydrochloric  acid  one  drachm  to  the  pint,  next 
wash  the  acid  thoroughly  out  in  running  water,  and  finally 
leave  in  a solution  of  carbolic  acid,  1 in  30,  till  required  for 
use.  To  cleanse  after  use,  wash  out  the  most  of  the  blood 
in  cold  water,  leave  for  from  four  to  eight  hours  in  a cold 
solution  of  washing-soda,  and,  before  returning  to  the  carbolic 
acid  solution,  get  rid  of  the  soda  by  a thorough  washing  in 
warm  running  water. 

A variety  of  substances  have  been  tried  in  place  of 
sponges, — gauze  plain,  gauze  sterilized,  gauze  rolled  up  in 
balls,  gauze  filled  with  all  sorts  of  material,  etc.  etc. 

Scissors,  a pair  which  may  be  called  universal,  are  shown  in 
Fig.  4.  The  shanks  are  long,  the  blades  pointed  and  curved 
on  the  flat.  Length  9 in.  A straight  blunt-pointed  pair  of 
scissors  5 in.  long.  A sound  not  longer  than  about  9 in. ; 
it  should  be  very  light,  and  should  be  able  to  be  bent  a 
little.  Matthews  Duncan’s  pattern  is  the  best : hollow  and 
with  the  ends  closed,  not  open  as  his  was  sometimes  made 
to  allow  of  washing  out  the  uterus.  In  this  condition  it  was 
neither  a good  sound  nor  a good  instrument  for  washing  out 
with.  The  original  Simpson’s  sound  is  both  too  heavy  and 
too  long : it  gives  far  too  much  leverage,  and  may  be  easily 
a cause  of  injury. 

A well-made  single  tenaculum  (Fig.  5)  is  a very  useful 
instrument : its  most  important  feature  is  that  the  point  must 
be  very  sharp.  It  is  used  either  for  steadying  the  cervix  or 
for  catching  up  any  tissue,  whether  it  is  being  removed,  as  in 
Emmet’s  operation,  or  in  drawing  tissues  into  position,  as  in 
some  others.  The  objection  to  it  is,  that  its  use  requires  a 
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considerable  amount  of  practice,  as  it  does  not  hold  on  of 
itself ; and  during  a long  operation,  if  the  operator  01 


Fig.  5. — Single  Fig.  6. — Double  tenaculum.  Fig. 7. — Sims’ needle-liolder. 

tenaculum.  (Half  size.)  (One-tliird  size.) 
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assistant  is  not  expert  in  its  use,  it  is  very  annoying  to  have 
it  constantly  slipping.  No  double  tenaculum  or  toothed 
forceps,  however,  takes  its  place  satisfactorily.  For  some 
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purposes,  and  certainly  for  controlling  and  steadying  the 
cervix,  a double  tenaculum  with  a catch  (Fig.  0)  is  much 
more  convenient.  A good  shape  is  that  shown  in  the 
diagram : it  holds  well,  does  not  bruise  the  tissues  much,  and 
is  not  very  liable  to  tear  out.  It  is  on  this  account  that  the 
teeth  are  made  short  and  blunt. 

For  all  operations  performed  on  the  back,  Clover’s  crutch 
is  of  the  greatest  assistance:  by  fixing  the  knees  in  the 
drawn-up  position,  the  assistant  on  either  side  has  both 
hands  free,  and  there  is  no  possibility  of  the  patient  moving. 
When  one  is  short-handed,  the  crutch  will  be  found  to  be 
invaluable. 

A good  needle-holder  is  Sims’  instrument  (Fig.  7). 


Applications  have  often  to  be  made  to  the  vagina  on  accoimt 
of  disease  or  inflammation  of  its  mucous  membrane ; to  the 
upper  part  of  the  vagina,  as  a counter-irritation  for  inflam- 
matory disease  in  the  cellular  tissue  of  the  pelvis ; and  to 
the  interior  of  the  uterus.  These  cannot  be  called  operations, 
but  they  illustrate  several  matters  which,  if  given  here,  will 
save  constant  repetition. 

The  best  method  of  making  an  application  to  the  vaginal 
mucous  membrane,  so  as  to  thoroughly  come  upon  all  the 
irregularities  of  the  surface,  is  to  place  the  patient  either  on 
the  side  or  on  the  back : the  former  for  preference  in  this 
country.  Then,  having  introduced  as  large  a Fergusson’s 
speculum  as  can  conveniently  be  done,  taking  care  while 
it  is  being  inserted  that  pressure  is  made  backwards,  to 
avoid  nipping  the  tissues  between  the  speculum  and  the 
pubes,— the  place  which  is  usually  hurt  when  a Fergusson 
is  introduced,— pour  the  solution  of  nitrate  of  silver,  or 
whatever  is  to  be  used,  into  the  speculum.  Gradually 
withdraw  the  instrument,  taking  care  that  the  solution 
has  reached  every  part,  and,  before  it  is  entirely  withdrawn, 
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depress  the  outer  end  of  the  speculum,  and  allow  the  solution 
to  escape  into  a small  dish  or  saucer.  In  case  any  of  the 
fluid  should  escape  on  to  the  vulva,  have  a piece  of  absorbent 
cotton  ready.  In  this  simple  way  the  whole  surface  is 
treated,  and  the  parts  towards  the  outside  which  do  not 
require  treatment  are  protected. 

When  it  is  desired  to  counter-irritate  from  the  vagina, 
the  method  is  somewhat  different.  A Sims  speculum  is 
introduced,  and  when,  as  is  usual,  iodine  is  used,  the  prepara- 
tion must  be  a strong  one.  So  strong  should  it  be  that  the 
application  must  be  made  with  care.  A brush  may  be  used, 
but  it  is  more  convenient  to  employ  a small  piece  of  wadding 
held  in  the  dressing  forceps.  While  passing  in  the  forceps, 
no  part  of  the  vulva  must  be  touched,  and  the  wadding  must 
not  be  so  wet  as  to  allow  any  of  the  iodine  to  run.  If  by 
chance  this  accident  should  happen,  it  will  cause  great  pain 
unless  something  be  done  at  once,  and  the  best  thing  to  do 
is  to  rub  in  some  glycerine.  The  whole  of  the  upper  part  of 
the  vagina  and  the  cervix  is  painted  over  till  it  is  quite  black. 
This  it  will  usually  become  with  three  coatings.  If  any  iodine 
remain  fluid  in  the  vagina,  it  must  be  mopped  up  before  one 
or  more  glycerine  plugs  are  inserted.  As  a plug  of  cotton 
soaked  with  glycerine  is  usually  placed  in  the  vagina  for  the 
double  purpose  of  obtaining  the  effect  of  the  glycerine  and 
giving  support,  a word  or  two  about  it  is  necessary.  Plugs 
should  be  made  of  non-absorbent  material ; they  should  be 
about  the  size  of  a large  walnut  in  the  shell,  and  a piece  of 
soft  silk  should  be  looped  over  them.  Plugs  are  frequently 
made  three  or  even  four  times  larger  than  this,  and  a thick 
piece  of  twine  is  tied  tightly  round  the  middle.  Absorbent 
cotton  is  often  used.  On  comparing  the  two,  it  would  be 
seen  that  one  is  very  large,  certainly  very  much  too  large 
for  any  ordinary  vagina,  and  will  in  addition  take  up  and 
waste  far  more  glycerine  than  is  necessary.  It  is  also  tied 
tightly  by  a piece  of  string,  so  that  instead  of  being  soft,  it 
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is  hard  in  the  middle.  If,  as  is  usually  the  case,  it  is  not 
thoroughly  saturated  with  glycerine,  when  it  comes  to  be 
pulled  out  it  comes  away  ap  a hard  doubled-up  mass.  In 
fact,  as  usually  made,  'ii  glycerine  plug  combines  -all  the 
disadvantages  that  it  is  possible  for  such  a simple  thing 
to  have.  An  aggravation  of  the  evils  of  the  plug  is,  when 
several  are  tied  on  to  a stout  string,  like  a kite’s  tail,  and 
stuffed  in  one  after  the  other ! Even  for  {slugging  for 
hamiorrhage  this  tail-like  arrangement  is  bad,  because,  if 
the  wadding  used  is  absorbent,  it  quickly  cakes  together; 
if  it  is  not,  it  cannot  be  pushed  tightly  enough,  as  one  part 
is  soft,  and  one,  where  it  is  tied  by  the  string,  hard,  and  a 
really  severe  haemorrhage  will  get  its  way  through. 

The  way  to  plug  for  very  severe  haemorrhage  is  to  expose 
the  cervix  with  a Sims  speculum,  pass  a tangle  tent  cut 
rather  shorter  than  usual  into  the  cervical  canal,  then,  with 
the  dressing  forceps,  plug  with  pieces  of  non-absorbent 
wadding,  which  have  been  wrung  dry  out  of  a solution  of 
alum — two  teaspoonfuls  to  the  pint  — or  other  astringent, 
putting  them  round  and  round  the  cervix,  working  towards 
the  vaginal  walls  and  then  toward  the  vulva.  The  advantage 
of  beginning  with  the  tent  is,  that  it  is  then  not  necessary  to 
pack  the  vagina  so  tightly ; for  when  this  is  thoroughly  done 
without  the  tent,  the  quantity  of  wadding  required  is  so  very 
great  as  to  cause  much  discomfort,  and  perhaps  also  retention 
of  urine.  It  is  fortunately  not  often  necessary  to  plug  to 
such  an  extent,  especially  after  an  operation.  In  this  case 
a light  plug  seems  to  prevent  a haemorrhage  which  it  would 
not  be  sufficient  to  stop  once  it  were  well  started. 

When  a large  number  of  pieces  of  wadding  are  used  as 
described,  it  is  impossible  to  fix  silk  on  to  each  one,  or  at 
least  it  would  be  impossible  to  keep  all  the  ends  outside  ; 
in  Fig.  8 is  shown  a handy  instrument  for  taking  them 
out.  It  consists  of  a doubly  intertwined  screw  at  the  end 
of  a long  stem  12  in.  in  length.  This  is  passed  in  along  the 
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finger  and  screwed  into  the  wadding,  which  is  then  easily 
withdrawn  piece  by  piece ; or,  after  part  has  been  removed, 
the  tip  of  a Sims  speculum  can  be  introduced, 
and  the-  remainder  of  the  packing  and  the  tent 
removed  either  with  forceps  or  the  extractor.  It 
is  more  convenient  to  use  the  speculum  when  it 
is  thought  that  the  plug  may  have  to  be  reintro- 
duced. 

Applications  to  the  interior  of  the  uterus  are 
not  made  quite  so  simply. 

The  instruments  required  are  a Sims  speculum, 
a single  or  double  tenaculum,  dressing  forceps,  and 
one  or  more  conveniently  curved  sounds  or  Play- 
fair’s probes.  Unless  there  is  any  special  necessity, 
it  is  not  necessary  to  syringe  out  or  disinfect  the 
vagina.  The  speculum  is  passed,  a tenaculum  is 
fixed  on  to  the  cervix,  and  a sound  is  introduced  to 
find  out  the  exact  curve  required.  The  other 
sounds,  which  have  previously  had  the  2 in.  at  Fia'  8,— 

. . Plug  ex  - 

the  point  covered  with  a thin  layer  of  wool,  are  tractor. 

bent  to  the  required  curve.  One  is  dipped  in 
whatever  application  is  to  be  used,  say,  equal  parts  of 
lin.  iodi,  carbolic  acid,  and  glycerine.  After  letting  any 
drops  run  off,  it  is  inserted  into  the  uterine  cavity, 
and  is  passed  over  the  surface,  back  and  front,  as  far  as 
possible.  It  is  then  withdrawn,  and  will  be  found  to  be 
covered  with  coagulated  albumin.  If  there  is  any  blood, 
the  manipulation  has  not  been  made  with  sufficient  gentle- 
ness. The  process  is  repeated,  and  when  the  second  sound 
is  withdrawn,  very  little  albumin  will  be  found  on  it,  and 
probably  none  after  the  third.  As  soon  as  no  albumin 
appears,  the  application  has  been  efficiently  made.  It  is 
well  to  put  in  a glycerine  plug,  in  case  any  of  the  strong 
application  should  run  out  of  the  uterus  into  the  vagina. 
When  there  is  a torn  cervix  with  eversion  and  erosion  of 
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the  lips,  the  eroded  parts  should  also  be  well  rubbed  over 
with  the  application,  and  the  glycerine  plug  put  in,  one  in 
front  and  one  behind  to  roll  in  the  lacerated  lips,  with  a 
third  dry  one  to  keep  them  in  position. 

A lubricant  is  required  for  the  fingers  and  instruments. 
Any  greasy  substance  ought  to  be  rigidly  avoided,  the  usual 
vaseline  pot  being  most  objectionable.  The  grease  is  difficult 
to  wash  olf.  A very  convenient  lubricant  is  one  made  of  an 
equal  part  of  soft  soap  and  glycerine  to  which  an  antiseptic 
is  added.  This  is  pleasant  and  soft,  it  coats  the  finger  well 
and  protects  it  thoroughly,  and  there  is  of  course  no  difficulty 
in  washing  it  off. 


CHAPTER  III. 


DILATATION  OF  THE  UTERUS. 

The  uterus  can  be  dilated  in  several  ways.  For  operative 
purposes  they  may  be  divided  into  two,  the  slow  and  the 
rapid.  A third  method  may  be  referred  to,  as  it  is  claimed 
to  obviate  the  necessity  for  operative  interference  in  some 
cases.  This  method  is  advised  when  there  is  any  contraction 
or  bending  of  the  cervical  canal ; and  while  the  writer  does 
not  advise  its  use  as  a general  rule,  still,  under  certain 
circumstances,  it  may  be  employed.  It  may  be  compared 
to  the  treatment  of  stricture  of  the  urethra  by  gradual 
dilatation. 

The  instruments,  etc.,  required  are : a Sims  speculum,  a 
double  tenaculum,  dressing  forceps,  a set  of  bougies  not  quite 
rigid,  a sound,  antiseptic  lubricant,  wool,  and  antiseptic  lotion  ; 
one  corrosive  sublimate  tabloid  or  one  soloid  of  carbolic  acid 
is  sufficient.  The  patient  is  placed  in  proper  position ; the 
speculum  is  introduced  and  the  cervix  is  steadied  by  the 
tenaculum  fixed  into  the  anterior  lip,  after  the  vagina  has 
been  swabbed  out.  The  direction  of  the  canal  is  discovered 
either  with  a sound  or  by  one  of  the  bougies.  If  the  canal 
be  much  curved,  it  can  be  partly  straightened  by  slightly 
drawing  down  the  cervix.  The  exact  direction  of  the  cavity 
being  now  known,  the  bougies  can  be  bent  to  the  required 
curve ; and,  beginning  with  a small  one,  are  passed,  in 
gradually  increasing  thickness,  after  being  well  lubricated 
with  the  antiseptic  soft  soap  and  glycerine,  until  a size  is 
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reached  the  passage  of  which  causes  pain,  or,  what  will  he 
found  to  come  to  the  same  thing,  requires  some  force.  This 
one  is  to  be  left  in  until  the  pain  has  entirely  abated, — even 
perhaps  for  five  minutes ; it  can  then  be  easily  removed. 
After  cleansing,  the  same  bougie  should  be  again  passed, 
when,  if  it  goes  in  without  causing  pain,  a larger  one  can  be 
tried.  The  process  is  to  be  repeated,  at  intervals  of  a few 
days,  until  a sound  as  thick  as  a No.  15  English  catheter 
can  be  got  in  without  causing  pain.  During  the  treatment 
the  patient  does  not  require  to  go  to  bed.  Sometimes  the 
result  is  permanent.  The  treatment  is,  however,  decidedly 
painful,  and  is  obviously  not  very  suitable  for  the  un- 
married. 

To  come  back  to  the  dilatation  whether  preceding  operation, 
or  as  an  operation  in  itself.  The  slow  method  is  achieved 
by  tents,  and  of  these  the  hollow  laminaria  or  sea-tangle  tents 
are  the  ones  to  use.  They  should  be  not  less  than  2^  in. 
in  length.  In  some  schools,  tents  have  gone  out  of  fashion 
to  such  an  extent  that  they  are  shown  as  curiosities  or 
antediluvian  instruments ! When  a sound  could  he  passed 
easily,  the  writer  was  formerly  accustomed  to  introduce  the 
tent  into  the  uterus  in  the  following  way : it  was  first  placed, 
until  it  could  be  bent,  in  a hot  solution  of  some  antiseptic. 
The  shape  being  then  altered  to  take  the  curve  of  the  uterus, 
it  was  grasped  in  the  blades  of  an  ordinary  locking  forceps, 
and  passed  in  exactly  as  one  would  pass  a sound.  Nowadays, 
when  there  is  so  much  attention  given  to  rigid  cleanliness, 
and  while  one  might  put  in  tents  in  the  way  described  for  a 
lifetime  without  doing  any  harm,  still  there  is  the  possibility 
that  septic  mischief  might  be  set  up,  and  it  is  safer  and 
makes  one  happier  to  take  precautions  in  a hundred  cases, 
perhaps  unnecessarily,  rather  than  run  the  risk  of  having  to 
regret  not  having  done  so  after  the  hundred  and  first.  It  is 
better,  therefore,  either  to  syringe  out  the  vagina;  or  to 
introduce  a Sims  speculum,  swab  out  the  vagina,  steady  the 
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cervix  with  a tenaculum,  and  then  pass  the  tent,  after  dis- 
infecting and  bending  to  the  required  shape. 

The  tent  must  be  passed  in  completely  : it  is  of  no  use 
if  it  sticks  apparently  half  an  inch  or  so  from  the  end,  for  it 
has  then  been  arrested  before  going  through  the  important 
part.  By  bending  to  the  proper  shape  one  great  risk  of 
septic  absorption  is  avoided,  as  the  tent  slips  in  easily  and 
causes  neither  bruising  nor  abrasion.  A plug  made  of  some 
antiseptic  material — say,  iodoform  gauze — is  placed  against  the 
cervix  to  prevent  the  tent  slipping  out.  At  the  end  of  from 
eighteen  to  twenty -four  hours  the  tent  will  probably  be  fully 
dilated,  and  able  to  be  easily  removed.  If  it  will  not  come 
out,  then  the  antiseptic  plug  can  be  changed,  and  by  waiting 
some  few  hours  longer  the  tent  will  be  able  to  be  removed. 
What  happens  in  this  case  is  that  the  part  of  the  tent  where 
the  obstruction  is,  dilates  much  more  slowly  than  the  rest  of 
the  canal,  and  if  it  be  forcibly  drawn  out,  as  can  be  managed 
usually  only  after  a great  deal  of  pulling,  there  will  be  found 
a sort  of  hour-glass  contraction  on  the  tent.  This  difficulty 
has  only  once  happened  to  the  writer.  If  a large  enough 
tent  has  not  been  introduced  at  first,  several  can  now  be  laid 
in  the  canal,  and,  by  waiting  till  next  day,  complete  dilatation 
will  have  been  effected.  From  the  time  the  dilatation  is 
begun  the  patient  must  be  kept  in  bed. 

The  advantage  of  this  method  is  that  it  is  very  gradual, 
does  not  bruise,  softens  the  tissue  of  the  cervix,  and  resembles 
nature’s  method  more  than  any  other.  Its  disadvantages  are 
that  it  is  slow,  and  that  one  cannot  keep  the  tents  long 
enough  in  an  antiseptic  lotion  to  ensure  their  being  thoroughly 
aseptic.  Also,  when  it  is  used  to  cure  a contracted  canal,' 
the  result  is  not  so  satisfactory  as  when  the  rapid  method  is 
employed,  possibly  because  the  process  is  so  gradual  that  it 
does  not  cause  any  tearing  and  destruction  of  the  tissues. 

For  the  rapid  method  the  instruments,  etc.,  required  are : 
a Sims  speculum,  dressing  forceps,  tenacula,  a sound,  sponges 
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and  holders,  dilators ; these  latter  can  be  classed  under  two 
heads, — those  which  act  like,  and  are  practically,  large  bougies, 
and  those  consisting  of  two  expanding  blades.  The  first  are 
represented  by  Hegar’s  dilators  (Fig.  9),  seventeen  in  number, 
ranging  in  diameter  from  less  than  a quarter  of  an  inch  to 
nearly  an  inch  and  a quarter.  Goodell’s  dilators  (Fig  10),  in 
two  sizes,  may  be  taken  as  a good  example  of  the  second.  In 
addition,  some  wool,  antiseptic  lotion  and  lubricant,  will  be 
necessary. 

The  patient  is  anresthetised,  lifted  on  to  a rather  low 
table,  and  placed  in  position ; or  the  bed 
will  do  instead  of  a table.  The  speculum 
is  introduced,  a large  sponge  is  tucked  in 
between  the  thighs,  and  the  vulva  and  the 
vagina  are  well  washed  with  pieces  of  wadding 
soaked  in  the  antiseptic  lotion. 

The  operator  sits  on  a chair,  the  proper 
height  of  which  will  depend  on  the  height  of 
the  table,  an  ordinary  chair  being  rather  too 
high  for  the  table  one  is  likely  to  find  in  a 
private  house.  A double  tenaculum  is  fixed 
on  to  the  centre  of  the  anterior  lip  of  the 
Fio.  9.— Hegar’s  cervix,  and  while  it  is  held  in  the  operator’s 
third°size.)0ne  hand,  he  passes  a sound  with  his  right. 

He  then  dips  the  largest  sized  dilator,  that 
he  thinks  will  pass,  in  the  antiseptic  lubricant,  and 
inserts  it  into  the  uterus  with  the  right  hand,  still  holding 
the  tenaculum  in  the  left,  with  which  he  manipulates  the 
cervix,  and  makes  the  direction  of  the  canal  as  straight 
as  he  can.  If  the  dilator  goes  in  quite  easily,  the  next 
size  is  introduced  in  exactly  the  same  way,  and  so  on  till 
one  is  reached  which  requires  force  to  get  it  in.  Now  is 
the  time  not  to  hurry ; leave  this  one  in  till  it  feels 
loose,  before  trying  a larger  size.  A considerable  amount  of 
thick  mucus  will  probably  come  away  from  the  uterine  cavity, 
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but  there  should  be  no  bleeding  until  a considerable  amount 
of  force  has  been  used  to  get  the  dilatoi  through.  Any 
blood  or  mucus  is  to  be  soaked  up,  and  the  vagina  is  to  be 
kept  clean.  Dilatation  must 
be  continued  at  least  till  the 
well-lubricated  forefinger  can 
be  passed  into  the  cavity, 
and  if  the  operation  is  simply 
one  of  dilatation,  it  should 
be  carried  as  far  as  possible. 

All  blood  having  been  re- 
moved, a plug  of  antiseptic 
gauze  is  placed  in  the  upper 
part  of  the  vagina. 

The  operation  may  easily 
take  forty  minutes  if  done 
carefully  and  slowly,  when 
the  cervix  is  very  hard ; at 
other  times  ten  or  fifteen 
minutes  will  see  the  cervix 
dilated  to  its  fullest  extent. 

Assistants  essential  are : 
the  anesthetist,  and  a nurse 
to  hold  the  speculum.  If  a 
self-retaining  Sims  speculum 
is  used,  though  it  is  not  to  be 
recommended,  the  nurse  can 
be  dispensed  with.  It  is  a con- 
venience to  have  an  assistant, 
who  stands  at  the  foot  of  the 
table  on  the  operator’s  right : 
he  sponges  or  holds  the  tenaculum  if  required,  and  at  the  same 
time  keeps  the  patient’s  legs  from  slipping  off  the  table.  It 
is  a great  mistake  to  be  short-handed  if  it  can  possibly  be 
avoided,  but  it  is  almost  as  great  a mistake  to  have  too  many 


Fig.  10.- — Goodell’s  dilator. 
(One-third  size.) 
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assistants  as  to  have  too  few.  In  a case  like  this,  the 
assistant  or  operator  can  do  all  the  washing  of  sponges  that 
is  required,  if  one  or  two  basins  of  carbolic  lotion  be  previously 
placed  within  reach. 

When  a Goodell’s  dilator  is  used,  a double  tenaculum  is 
fixed  on  the  centre  of  the  anterior  lip  and  one  on  the 
posterior,  the  smaller  of  the  two  dilators  is  passed  into  the 
cavity  up  to  the  shoulder,  while  the  two  tenacula  are  held  by 
the  assistant.  It  sometimes  happens  that  the  cervical  canal  is 
so  narrow  that  a slight  preliminary  dilatation  has  to  be  made 
with  bougies.  The  blades  of  the  dilator  being  now  passed, 
the  handles  are  screwed  together.  While  this  is  being  done, 
the  tendency  for  the  instrument  is  to  slip  out  somewhat.  It 
is  important  to  prevent  this,  and  it  can  be  avoided  by  the 
assistant  drawing  on  the  tenacula,  the  operator  meanwhile 
making  counter  pressure,  his  left  hand  holding  the  dilator, 
while  he  turns  the  screw  with  the  right.  Once  the  dilator  is 
firmly  fixed,  it  does  not  slip.  The  screw  which  opens  the 
blades  must  be  slowly  and  steadily  turned : there  must  be  no 
haste.  If  necessary,  the  smaller  may  be  changed  for  the 
larger  instrument. 

The  dilators  of  Hegar  are  perhaps  rather  more  easy  to 
use  than  those  with  expanding  blades ; more  violence  has  to 
be  employed  with  them,  however,  and  in  the  very  rigid  cases 
there  is  apt  to  be  a certain  amount  of  injury  to  the  cervix 
from  the  tenacula  tearing  out.  Probably,  also,  the  expanding 
blades  are  safer,  but  there  is  not  a very  great  deal  to  choose 
between  the  two. 

When  the  operation  is  finished,  the  patient  is  put  back  to 
a bed  which  has  been  warmed  : not  simply  a bed  with  a hot 
bottle  at  the  foot,  but  one  where  the  chill  has  been  taken  oil 
the  sheets.  A delicate  woman  may  easily  get  a chill  by 
being  put  into  an  insufficiently  warmed  bed.  If,  however,  she 
has  been  kept  well  covered  up  during  the  operation,  with  a 
shawl  over  the  chest  and  a blanket  rolled  round  the  legs,  and 
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is  put  into  a warm  bed,  there  is  and  can  be  no  shock  after 
any  but  the  most  severe  kind  of  operation.  As  there  is 
usually  a considerable  amount  of  backache  after  rapid 
dilatation,  it  is  well  to  insert  a \ gr.  morphia  suppository, 
or  to  iuject  hypodermically  TV  or  ^ of  a gr.  A small  dose 
does  no  possible  harm : it  allows  the  patient  to  pass  into  a 
comfortable  sleep  without  waking  from  the  antesthetic ; for  it 
is  not  necessary  to  wake  a patient  thoroughly : one  can  see  if 
she  is  safe  without  doing  this ; and  when  they  do  wake  up, 
in  a few  hours’  time,  there  will  be  little  pain,  if,  as  has  been 
directed,  the  uterus  has  not  been  dragged  much  about. 

The  after-treatment  is  of  the  simplest.  The  patient  is 
allowed  to  pass  her  water  if  the  antiseptic  plug  has  been 
passed  completely  into  the  vagina,  and  not  half  in  and  half 
out ; she  can  take  any  light  food  as  soon  as  the  effects  of  the 
ansesthetic  have  passed  off,  but  it  is  well  to  keep  her  in  bed 
for  at  least  a week,  better  for  ten  days. 


CHAPTER  TV. 


CURETTING. 

The  operation  of  curetting  is  probably  performed  many  times 
more  frequently  than  any  other  gyntecological  operation,  and 
it  is  fortunately  a very  simple  and  safe  one,  when  properly 
carried  out.  It  is  evident  that  before  the  lining  surface  of 
the  uterus  can  be  curetted,  the  cervical  canal  must  be  open. 
Sometimes  it  is  not  necessary  to  dilate,  as  when,  for  example, 
the  canal  is  patulous  after  a confinement  or  abortion.  If  the 
canal  be  open,  or  if  it  have  been  dilated  with  tents,  it  is  quite 
possible  to  curette,  and  to  do  it  thoroughly,  without  giving  an 
anaesthetic,  but  the  writer  is  stongly  of  opinion  that  it  is 
better  to  make  the  patient  unconscious,  unless  for  any  very 
special  reason  this  is  not  advisable.  If  the  dilatation  is  to  be 
rapid,  an  anaesthetic  is  essential. 

The  instruments,  etc.,  required,  in  addition  to  the  ones 
necessary  for  dilating,  are  a curette,  a syringe  or  douche  can 
with  a cannula,  iodoform  gauze  and  some  strong  antiseptic, 
say,  equal  parts  of  iodine  liniment,  carbolic  acid,  and  glycerine. 
Curettes  are  of  various  shapes,  but  their  main  difference  lies 
in  whether  they  are  sharp  or  blunt.  As  one.  can,  with  a 
comparatively  blunt  instrument,  scrape  away  all  that  is 
required,  and  as  there  is  a certain  amount  of  risk  of  removing 
too  much  tissue,  or  doing  some  other  and  perhaps  more 
serious  injury  with  a sharp  one,  the  blunt  curette  ought  to 
be  preferred.  In  Figs.  11  and  12  are  represented  two  useful 
instruments.  The  first — a form  of  Martin’s  curette — is  a 
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rigid  instrument,  and  with  it  one  can  use  a considerable 
amount  of  force  with  safety.  Its  great  advantage  is,  that  it 
does  the  work  very  quickly.  The  second — Skene  s is  a 
small  scoop  on  a very  flexible  stalk.  It  is  used  most 


Fig.  11. — Martin’s  curette. 

(One-thinl  size.) 

efficiently  by  passing  it  towards  the  fundus,  making  its  upper 
margin  scrape  off  the  mucous  membrane  before  it  from  the 
cervix  upwards.  When  the  whole  surface  has  been  gone 
over  in  this  way,  the  tissue  which  has  been  loosened  is  removed 
by  using  the  curette  as  a scoop. 

The  same  number  of  assistants  is  required  as  for  simple 
rapid  dilatation.  Fixing  the  cervix  with  a double  tenaculum 


28 


G YN/ECO LOGICAL  OPERATIONS. 


held  in  the  left  hand,  and  having  made  sure  of  the  direction 
of  the  uterine  canal  with  the  sound,  if  dilators  have  not  been 
used,  the  curette  is  passed  into  the  uterus  with  the  right  hand, 
and  the  whole  surface  is  carefully  gone  over,  very  special 
attention  being  directed  to  the  cornua.  In  an  ordinary  case 
of  uterine  fungosities,  the  amount  of  tissue  removed,  not 
reckoning  clot,  will  vary  from  little  more  than  a few  shreds, 
to  perhaps  a couple  of  teaspoonfuls, — in  an  exceptional  case 
to  a great  deal  more.  As  soon  as  the  curette  ceases  to  bring 
out  anything  but  blood,  the  finger  should  be  passed  into  the 
cavity  to  make  sure  that  there  is  no  polypus  or  submucous 
fibroid  tumour.  A cannula,  attached  to  a syringe  or  douche 
can,  is  passed  to  the  fundus,  and  the  uterus  is  washed  out 
gently  with  any  warm  and  innocuous  non-irritating  antiseptic 
lotion.  A saturated  solution  of  boraeic  acid  is  suitable. 
Very  little  washing  is  quite  sufficient,  simply  enough  to  get 
away  any  clots  or  shreds  of  tissue.  An  application  of  equal 
parts  of  liniment  of  iodine,  carbolic  acid,  and  glycerine  or 
some  such  preparation,  is  now  to  be  made  very  thoroughly 
to  the  interior  of  the  uterus,  which  is  then  to  be  firmly 
plugged  with  a strip  or  strips  of  antiseptic  gauze  about  2 in. 
in  width.  The  gauze  is  to  be  gradually  pushed  in  with  the 
dressing  forceps,  and  if  more  than  one  piece  is  required,  care 
must  be  taken  to  leave  three  inches  outside,  and  not  to  pass 
any  piece  entirely  into  the  cavity. 

The  tenaculum  is  now  taken  off  the  cervix,  in  which  it 
has  been  fastened  since  the  commencement  of  the  operation, 
the  vagina  is  sponged  out  clean  and  dry,  and  is  not  plugged 
unless  there  is  any  fear  of  haemorrhage.  The  patient  is  then 
put  back  to  her  warmed  bed.  It  is  better  not  to  plug  the 
vagina  as  a routine  practice,  as  this  may  make  it  necessary  to 
draw  off  the  water. 

The  after-treatment  is  the  same  as  after  rapid  dilatation. 
The  gauze  is  removed  gently  at  the  end  of  twenty-four,  or 
better,  forty-eight  hours.  If  the  ends  are  within  reach,  or 
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if  a piece  of  silk  has  been  tied  on  to  the  end  of  each  strip, 
one  or  other  is  drawn  on  till  one  comes  easily.  If  the  ends 
are  in  the  vagina,  they  can  be  caught  hold  of  with  forceps  or 
the  screw  extractor:  it  should  not  be  necessary  to  use  a 
speculum. 

Should  there  be  any  tenderness  at  the  vulva,  as  there 
may  be  in  the  unmarried,  an  ointment  of  vaseline  with 
cocaine  should  be  smeared  on  by  the  nurse  shortly  before  the 
surgeon  arrives  to  take  out  the  dressing.  The  removal  of 
the  gauze  is  of  course  done  under  the  bedclothes,  a saucer 
being  ready  for  the  pieces  as  they  are  withdrawn. 

This  method  of  curetting  ensures  complete  removal  of  all 
unhealthy  tissue.  Should  any  be  left  by  the  curette,  the 
application  of  iodine,  etc.,  will  destroy  it ; or  if  not,  there  is 
the  third  chance  of  success  in  the  packing,  and  this  last,  at 
the  same  time,  acts  as  an  efficient  drain. 

We  have  supposed  in  the  foregoing  description  that  the 
contents  of  the  uterus  were  aseptic.  But  if  they  are  septic, 
the  description  would  answer  equally  well.  It  would  prob- 
ably be  necessary  to  wash  out  the  uterus  with  a larger 
quantity  of  antiseptic  solution.  As  long  as  the  solution 
comes  back  with  any  odour,  the  washing  must  be  continued ; 
or  if  it  does  not  tend  to  become  sweet,  it  will  be  necessary  to 
put  in  the  curette  or  the  finger  again,  for  the  worst  thing 
that  could  happen  is  to  leave  any  putrid  material  behind,  and 
in  close  proximity  to  the  raw  surface  made  by  the  curette. 

The  patient  should  be  kept  in  bed  for  ten  days,  and  she 
should  always  be  warned  that  during  the  first  “period”  after 
the  operation  the  amount  of  loss  may  be  quite  as  great  as  it 
had  ever  been,  or  perhaps  even  greater.  This  is  more  likely 
to  be  the  case  when  the  curetting  has  been  done  near  to  the 
time  of  the  “ period,”  or  when,  as  sometimes  happens,  the  first 
monthly  time  after  the  operation  is  missed. 


CHAPTER  V. 


OPERATIONS  FOR  DYSMENORRHQEA. 

The  operations  which  will  be  found  useful  for  dysmenorrhoea 
due  to  anteflexion  of  the  cervix  are : simple  dilatation, 

posterior  division  with  stitching,  or 
an  operation  devised  for  freeing  the 
cervix  in  front  and  allowing  it  to 
straighten  itself.  Division  of  the 
cervix,  both  laterally  and  posteriorly, 
has  been  in  the  past  much  resorted 
to.  These  operations  are  now  com- 
paratively seldom  performed,  because 
the  results  were  frequently  not  satis- 
factory, and  we  also  know  how  to 
obtain  the  cure  aimed  at  in  a much 
more  certain  way. 

Dilatation  has  been  already  fully 
described,  so  we  pass  on  to  posterior 
division  of  the  cervix  with  stitch- 
ing, an  operation  devised  by  Dudley 
of  Chicago.  Before  describing  the 
actual  steps  of  the  operation,  it  is  necessary  to  explain  what 
is  to  be  done.  Diagrammatic-ally  in  Fig.  13  is  shown  an 
antero-posterior  mesial  section  of  a uterus  with  a cervical 
anteflexion,  the  vagina  being  represented  as  if  it  has  been 
distended  with  air,  for  convenience.  The  posterior  lip  of  the 
cervix,  from  A,  the  os,  to  B,  the  posterior  vaginal  junction,  is 


Fig.  13. — Section  of  uterus 
showing  a moderate 
amount  of  anteflexion. 
A,  the  os  ; B,  posterior 
vaginal  junction ; C, 
position  of  artificially 
made  os. 
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to  be  divided  directly  backwards  in  the  middle  line.  B is  a 
fixed  point,  therefore,  when  the  two  sides  of  the  cut  are 
doubled  each  on  itself,  the  os  will  be  drawn  half-way  back 
from  its  original  position,  and  will  be  at  C,  the  dotted  line 
then  representing  the  uterine  canal. 

The  two  diagrams  representing  the  cervix  as  seen  when 
looking  directly  into  the  vagina  (Figs.  13  and  14),  show  what 
has  been  done.  Fig.  13  shows  the  position  of  the  os  in 
relation  to  the  normal  cervix  and  uterine  canal.  Fig.  15, 
the  position  of  the  os  in  the  same  relations,  when  there  is 


an  anteflexion.  Now,  if  you  cut  in  Fig.  15  from  A to  B, 
the  tissues  separate  and  a triangle  will  be  formed,  as  is  seen 
in  Fig.  16  represented  by  the  dotted  lines.  A having  been 
divided,  there  will  be  two  lines — A,  B.  If,  then,  the  A on 

one  side  is  fastened  close  up  to  B,  and  the  A on  the  other 
side  is  treated  in  the  same  way,  the  opening  will  then 
be  at  C,  as  it  is  in  the  diagram  (Fig.  14)  of  a normal 
cervix. 

The  instruments,  etc.,  required  are : a Sims  speculum, 
single  and  double  tenacula,  a sound,  dilators,  strong  scissors 
(either  straight  or  universals),  needle-holder,  straight  or 
curved  needles,  silk,  or  catgut  if  it  can  be  depended  on  not 


Fig.  14.— Diagram  of 
the  os  in  relation 
to  a normal  cervix. 
A,  Os ; B,  posterior 
vaginal  juncture. 


Fig.  15. — Diagram  of 
the  os  in  relation 
to  an  anteflexion  of 
the  cervix.  A,  Os  ; 
B,  posterior  vaginal 
junction. 


Fig.  16. — An  ante- 
flexed  cervix, 
divided  mesially 
through  the  pos- 
terior lip.  A A,  Os 
cut  through  ; B, 
posterior  vaginal 
juncture ; C,  newly- 
formed  os. 
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to  dissolve  too  quickly,  and  antiseptic  lotion.  The  usual  pre- 
paration of  a dose  of  castor-oil  or  such  like  laxative  having 
been  made,  the  assistants — namely,  the  anaesthetist,  the 
assistant,  and  the  nurse  for  the  speculum — being  ready,  the 
patient  is  got  into  position,  the  speculum  passed,  and  the 
vulva  and  vagina  washed.  The  cervix  is  first  to  he  dilated, 
not  to  the  extent  described  when  the  operation  is  to  he  done 
to  its  fullest  extent,  hut  sufficiently  to  allow  of  the  easy 
passage  of  a curette,  because  it  very  frequently  happens  that 

the  uterine  mucous  membrane  is  not 
in  a healthy  condition.  After  the 
curetting,  the  uterus  is  to  he  washed 
out,  hut  no  application  is  to  lie  made, 
because  this  might  interfere  with  the 
subsequent  healing  of  the  cervical 
wound.  Two  double  tenacula  are 
now  to  be  fixed  on  to  the  posterior 
lip  of  the  cervix,  one  on  either  side 
of  the  middle  line,  leaving  enough 
room  to  cut  between.  The  upper  or 
Fig.  17. — Anteflexion,  show-  right  one  is  held  by  the  assistant, 

required?"11^  “'osTlT  While  the  °Pel'afcoi'>  Elding  the  lower 
posterior  vaginal  junction,  or  left  one  ill  his  left  hand,  cuts 

the  posterior  lip  of  the  cervix  with 
strong  scissors,  commencing  between  the  tenacula  and  going 
in  a straight  line  almost  to  the  vaginal  junction.  A further 
cut  should  be  made,  either  with  sharp-pointed  scissors  or  a 
bistoury,  so  as  to  cut  more  deeply  that  part  of  the  cervix 
towards  the  uterine  canal,  in  the  situation  of  the  dotted  lines 
in  Fig.  17.  The  depth  of  this  cut  will  he  found  out  by 
opening  up  the  divided  cervical  canal,  by  separating  the 
tenacula,  inserting  the  forefinger  and  feeling  the  relative 
position  of  the  cervical  and  uterine  canals.  If  each 
tenaculum  be  now  bent  backwards  so  as  to  bring  the  tissue 
each  holds  as  near  as  possible  to  the  other  end  of  the  cut  at 
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the  vaginal  junction,  it  will  be  seen  that  if  the  tissues  are 
fixed  in  this  position,  the  os  will  have  been  moved  backwards. 
At  this  stage  it  is  important  to  notice  if  there  is  any  undue 
dragging  or  tightness  in  front  of  the  cervix ; because  if  there 
is,  the  operation  to  be  shortly  described  for  freeing  the  cervix 
in  front  will  have  to  be  performed  in  addition  to  and  at  the 
same  time  as  the  one  being  described. 

A short  straight  needle,  threaded  with  prepared  silk,  is 
now  to  be  fixed  in  a needle-holder ; and  the  operator,  taking 


Fig.  18. — Method  of  stitching.  A A,  the  os,  divided; 

B,  posterior  vaginal  junction  ; C,  divided  tissue  of 
cervix ; D D,  tenacula ; E E,  stitches. 

from  the  assistant  the  tenaculum,  which  has  been  fixed  all 
this  tune  on  the  upper  side  close  to  where  the  cervix  was 
divided,  passes  the  needle  from  the  vaginal  side  of  the  cervix 
(Fig.  18)  through  its  whole  thickness,  coming  out  on  what 
had  been  previously  the  canal  side  ; then,  grasping  the  needle 
in  the  holder  again,  he  passes  it  from  the  canal  side  to  the 
vaginal  surface  as  far  back  and  near  to  the  posterior  end  of 
the  cut  as  possible.  A second  stitch  is  now  passed  in  the 
same  way  through  the  other  or  lower  side,  the  operator 
holding  the  other  tenaculum.  The  tenacula  are  now 
removed.  A single  tenaculum  is  next  inserted  in  the  middle 
3 
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of  the  right  side  of  the  cut,  at  C,  Fig.  18,  and  while  the 
operator  ties  the  stitch  on  that  side,  the  assistant  draws  on 
the  tenaculum  in  the  direction  D,  so  that,  as  the  stitch  is 
tightened  the  cut  surface  is  doubled  on  itself.  The  stitch  on 
the  lower  half  is  then  tied  in  the  same  way.  Both  sides  of 
the  cervix  will  now  have  been  doubled  on  themselves,  and  in 
this  way  will  have  drawn  the  os  backwards.  It  is  now 
situated  midway  between  where  it  was  originally  and  the 
posterior  end  of  the  cut,  i.e.  half-way  to  the  posterior  vaginal 
wall. 


Fig.  19. — Wedge-shaped  tissue  to  be 
removed  from  both  cut  surfaces. 
A A,  the  os,  divided  ; B,  posterior 
vaginal  juncture ; C,  divided 
tissue  of  cervix,  placed  on  wedge 
to  be  removed. 


Fig.  20.— Angles  cut  from  both  cut 
surfaces.  A A,  the  os,  divided; 
B,  posterior  vaginal  junction ; 
C C,  near  wedge-shaped  corner  to 
he  removed. 


This  is  the  original  operation,  but  as  performed  in  this 
way  it  is  not  as  a rule  quite  sufficient : it  has  been  improved 
upon.  It  can  be  made  more  complete  by  taking  a wedge- 
shaped  piece  of  tissue  out  of  the  centre  of  each  cut  surface, 
to  allow  the  more  easy  doubling-over  of  the  tissue  (see  Fig. 
19),  or  the  same  result  may  be  obtained  by  cutting  off  a 
wedge-shaped  corner  (Fig.  20).  It  may  be  more  easy  some- 
times to  pass  the  stitches  as  repiesented  in  Tig.  _1. 

The  after-treatment  does  not  differ  from  that  following  a 
simple  dilatation,  except  that  the  stitches  have  to  be  taken 
out  instead  of  the  gauze.  No  dressing  or  syringing  is 
required,  the  patient  need  not  require  the  catheter,  the  bowels 


OrERATIONS  FOR  DYSMENORRHCEA . 


35 


can  be  moved  as  soon  as  necessary,  and  the  stitches  can  be 
taken  out  any  time  after  the  seventh  day.  Occasionally 
there  is  a little  difficulty  in  getting 
them  out,  as  the  cervix  is  found  to 
he  thrown  so  far  back.  A speculum 
is  introduced,  when,  if  the  cervix  is 
found  to  he  far  hack,  it  can  be 
brought  forward  by  using  the  de- 
pressor for  the  antero-vaginal  wall,  or 
by  hooking  it  forward  with  a tena- 
culum. 

The  ends  of  one  stitch  are  caught 
in  catch  forceps,  drawn  on  gently  till 
the  loop  behind  the  knot  is  seen, 
when  one  side  is  cut  with  the  point 
of  the  universal  scissors.  The  writer 
prefers  not  to  wash  out.  Two  or 
stitches  have  been  removed,  the  patient  may  be  allowed  to 
get  up.  Eecovery  is  often  slow ; cases  come  late,  after 
secondary  conditions,  such  as  endometritis,  varicose  veins  in 
the  pelvis,  etc.,  have  developed.  They  will  continue  to  come 
late,  until  it  is  recognised  that  some  definite  and  permanent 
good  can  be  done,  and  that  a woman  with  an  anteflexion  of 
the  cervix  is  not  the  same  as  other  women,  as  one  broken- 
down  young  woman,  upon  whom  the  writer  operated  lately, 
had  been  told  six  years  before. 

In  this  operation  the  object  is  to  draw  the  opening  of 
the  uterus  back ; in  the  operation  devised  by  Skene  of 
New  York,  what  is  aimed  at  is  to  free  the  cervix  in  front 
and  allow  it  to  go  back  of  itself.  It  is  carried  out  by 
enlarging  the  anterior  fornix,  and  is  a very  easy  and  simple 
operation,  which  in  the  writer’s  opinion  may  be  used  in 
addition  to  Dudley’s  operation  in  the  bad  cases,  but  which  is 
not  suitable  in  itself  for  the  worst  kind  of  case. 

If  it  is  to  be  performed  alone,  it  is  advisable  to  follow 


Fig.  21. — Another  method 
of  stitching  in  Dudley’s 
operation.  A A,  the  os, 
divided  ; B,  posterior  va- 
ginal junction  ; E E, 
stitches. 

three  days  after  the 
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the  preparatory  steps  described  in  Dudley’s  operation  of 
dilating  and  curetting.  Then,  pushing  the  cervix  backwards, 
with  the  double  tenaculum  fastened  in  the  anterior  lip  held 
in  the  left  hand,  an  incision  is  made  either  with  a bistoury 
or  sharp-pointed  scissors,  held  in  the  right,  across  the  long 
axis  of  the  vagina  slightly  in  front  of  the  cervix  (Fig.  22), 
cutting  deeply  until  it  is  felt  that  the  cervix  does  not  need 
to  be  kept  back,  but  will  remain  so.  The  double  tenaculum 
is  removed  from  the  cervix,  and  one  is  fixed  into  the  vaainal 
wall  on  each  side  of  the  centre  of  the  cut;  and  while  the 
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Fig.  22.  — Position  of  vaginal  incision 
in  Skene’s  anteflexion  operation. 
A,  tlie  os ; B,  posterior  vaginal 
junction  ; C C,  ends  of  the  trans- 
verse incision. 
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Fig.  23. — Transverse  incision  inSkene’s 
anteflexion  operation  made  longitudi- 
nal. A,  the  os  ; B,  posterior  vaginal 
junction  ; C C,  ends  of  the  transverse 
incision,  now  made  longitudinal. 


wound  is  drawn  open  by  the  teuacula  (Fig.  23),  the  assistant 
holding  one  and  the  surgeon  the  other,  a threaded  needle 
held  in  the  forceps  is  passed  first  through  one  end  of  the 
wound,  and  then  the  other  end.  When  this  stitch  is  tied, 
one  or  perhaps  two  others  will  have  to  be  put  in  between 
this  one,  and  the  teuacula  which,  originally  fixed  in  the 
centre  of  the  cut,  are,  by  drawing  the  wound  open,  now  at 
the  ends.  In  other  words,  the  cut  has  been  transformed  from 
a transverse  into  a longitudinal  one. 

No  special  after-treatment  is  required,  and  the  stitches 
can  be  taken  out  at  the  end  of  a week. 


CHAPTEE  VI. 


EMMET’S  OPERATION  AND  AMPUTATION  OF 
THE  CERVIX  FOR  HYPERTROPHY. 

The  operation  for  the  repair  of  a lacerated  cervix  is  usually 
called  Emmet’s  operation.  It  is  also  known  by  the  name  of 
trachelorrhaphy,  but  it  is  as  well  to  keep  Dr.  Emmet’s  name 
connected  with  it. 

Objections  of  various  kinds  have  been  taken  to  this 
operation.  The  two  chief  seem  to  be,  that  it  has  been  said 
that  the  operation  was  required  and  devised  because  the 
cervix  has  been  so  frequently  split  artificially ; and  secondly, 
that  because,  in  very  many  women,  the  cervix  is  more  or  less 
torn  after  a confinement  or  abortion,  and  as  the  health  of 
many  is  not  affected  thereby,  therefore  a tear  can  never  do 
any  harm.  These  do  not  seem  to  be  good  arguments  for 
doing  nothing.  The  general  principle  may  be  laid  down, 
that  the  operation  is  a suitable  one  for  those  cases  of  lacera- 
tion of  the  cervix  where  there  are  symptoms  due  to  the  tear, 
which  have  not  been  relieved  by  one  course,  of  a few  weeks’ 
duration,  of  treatment  by  applications,  injections,  or  such  like. 
Cases  where  applications  of  caustics  for  “ ulceration,”  which 
formerly  were  frequently  made,  one,  two,  or  three  times  a- 
week  for  months  or  years,  are  now  happily  not  often  met 
with,  though  occasionally  one  does  come  across  a case  where 
milder  applications  have  been  continued  for  a very  long  time. 

The  cervix  which  requires  operation  presents  many 
different  appearances : it  may  be  torn  on  one  or  on  both 
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sides,  or  there  may  be  numerous  tears,  giving  it  a more  or 
less  stellate  appearance ; but  however  deep  the  laceration  or 
how  many  there  may  be,  the  object  of  the  operation  is  to 
bring  the  cervix  back  to  as  near  as  possible  its  natural  shape 
and  consistency.  The  preparation  for  the  operation  is  simple, 
no  local  treatment  being  essential,  although  it  is  sometimes 
recommended. 

The  usual  dose  of  castor-oil,  with  or  without  an  injection, 
is  sufficient,  provided,  of  course,  that  the  patient  is  in  as  good 
a state  of  general  health  as  is  to  be  expected  under  the 
circumstances.  With  the  intention  of  lessening  bleeding, 
some  give  an  injection  of  hot  water  before  operation.  This 
is  not  necessary. 

The  instruments,  etc.,  required  are : a Sims  speculum  ; 
tenacula,  single  and  double  ; a sound;  two  pairs  of  sharp-pointed 
curved  scissors,  right  and  left  (Fig.  24) ; needle  forceps  and 
short  straight  bayonet-pointed  needles,  in  two  lengths  of  one 
inch  and  three-quarters  of  an  inch ; silk ; sponge-holders  and 
sponges;  a counter-pressure  circle  (Fig.  25),  and  antiseptic 
lotion. 

The  usual  number  of  assistants  are  required  ; in  a hospital, 
where  there  is  always  plenty  of  assistance,  an  extra  nurse  to 
wash  the  sponges  is  a convenience. 

The  parts  having  been  washed  and  the  speculum  intro- 
duced, a single  tenaculum  is  fixed  into  what  appears  to  be 
the  centre  of  the  anterior  lip,  and,  while  it  is  held  in  the  left 
hand,  the  sound  is  passed  with  the  right.  It  is  now  quite 
easy  to  be  sure  where  the  centre  of  the  lip  is,  and  a double 
tenaculum  replaces  the  single  one,  one  point  being  fixed  in 
the  mucous  membrane  covering  the  cervix  and  the  other  in 
the  eroded  surface.  No  experience  is  required  to  tell  which 
is  which.  A second  double  tenaculum  is  fixed  on  to  the 
posterior  lip,  opposite  the  first,  and  the  os  is  to  be  made 
between  these  two.  Occasionally,  when  there  is  much 
eversion,  the  posterior  lip  will  have  to  be  hooked  forward 
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with  a single  tenaculum,  before  the  double  one  can  be  fixed 
in  the  proper  position.  If  the  lips  be  now  drawn  together 
with  the  tenacula,  some  idea  will  be  obtained  of  how  much 
tissue  will  require  to  be  removed.  If  the  laceration  be  a 


Fig.  2 4. — Emmet’s 
pointed  curvedscissors. 
(Half  size.) 


Fig.  25. — Counter- 
pressure  circle. 
(Half  size.) 


double  one.  the  steps  of  the  operation  are  as  follows : 
1 he  assistant  holds  the  tenaculum  which  is  on  the 
anterior  lip ; and  in  this  operation,  more  perhaps  than  in 
any  other,  it  is  necessary  that  the  cervix  be  not  drawn 
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upon,  because!  there  is  frequently  some  cellular  I liickening 
running  from  the  cervix  into  the  pelvic  tissue:-:.  J), 
under  such  circumstances,  the  cervix  is  drawn  down, 
and,  while  the  tissues  are  thus  stretched,  is  pulled  and 
pushed  about  while  the  stitches  are  being  put.  in.  etc.,  an 
attack  of  pelvic  inflammation  may  easily  he  lighted  1 1 j >.  Tie- 
assistant  may  also  hold  the  tenaculum  on  the  posterior  lip, 
or  it  may  be  removed,  it  having  done  all  that  is  required  in 
making  out  the  position  of  the  os.  The  eroded  surface  is 
now  to  he  removed,  or  rather  what  we  may  describe  as  two 
eroded  surfaces,  upper  and  lower,  as  they  appear  with  the 
patient  in  the  present  position  ; the  division  being  made  by 
the  central  part  on  both  anterior  and  posterior  lips  which  is 
not  to  be  touched,  as  it  is  to  form  the  cervical  canal.  The 
width  of  this  surface  to  he  left  untouched  will  vary  with  the 
amount  of  hypertrophy  of  the  cervix,  the  general  rule  being 
to  leave  it  rather  too  broad  than  too  narrow,  to  allow  for 
shrinking,  and  to  make  the  part  where  the  os  will  he  rather 
wider  than  the  rest.  Having  determined,  then,  the  width  of 
the  cervical  canal,  catch  up  the  tissue  immediately  below 
where  the  os  is  to  he  with  a single  tenaculum,  and  with  the 
right-handed  sharp-pointed  scissors  cutting  deeply  into  the 
tissue  of  the  cervix,  remove  the  whole  of  the  eroded  surface 
from  the  lower  or  left  side,  from  and  including  the  edge  of 
the  mucous  membrane,  to  the  line  of  central  tissue  to  he 
left  for  the  cervical  canal. 

The  assistant  holding  the  double  tenaculum  fixed  in  the 
centre  of  the  anterior  lip  steadies  the  cervix,  and  prevents  it 
being  drawn  down  by  the  single  tenaculum  fixed  into  the 
eroded  tissue  which  is  being  removed.  It  is  sometimes 
possible  to  remove  the  necessary  amount  ot  t issue  I rum  the 
anterior  and  posterior  lips  in  one  piece  : when  this  is  done, 
there  is  sure  to  he  some  hard  tissue  to  be  removed  trom  the 
angle  where  the  two  lips  come  together.  Suppose,  howex  er. 
that  the  tissue  has  only  been  removed  from  the  anterior  lip. 
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the  tissue  near  where  the  posterior  part  of  the  os  is  to  be 
is  picked  up  with  the  single  tenaculum,  and  removed  with 
the  left-hand  scissors. 

The  whole  of  the  eroded  surface  having  been  removed 
from  the  lower  half  of  both  lips,  and  as  the  tissue  may  be 
almost  as  hard  as  cartilage,  the  scissors  and  tenacula  must  be 
sharp ; the  forefinger,  usually  the  left,  feels  if  any  hard  tissue 
or  cysts  remain.  If  there  be  any,  it  is  to  be  caught  hold  of 
by  the  tenaculum,  and  cut  out.  Forceps  are  of  no  use : the 
tissues  are  much  too  hard  to  be  caught  up  by  anything  but 
a tenaculum.  The  finger  is  again  put  in,  and  as  long  as  any 
hardness  can  be  detected,  the  cutting  must  be  continued. 
The  hard  tissue  is  most  dense  near  the  cervical  canal. 
When  the  whole  of  the  hardness  has  been  removed,  the 
upper  half  of  the  anterior  and  posterior  lips  is  to  be  treated 
in  the  same  way.  Though,  as  a rule,  it  is  best  to  do  the 
more  difficult  part  of  an  operation  first,  in  this  case,  even 
when  the  tear  is  deeper  on  the  upper  side,  it  is  better  to 
leave  it  to  the  last,  as  the  blood  running  down  from  the 
upper  part  would  obscure  the  view. 

Now  hook  a tenaculum  on  the  posterior  lip,  and  bring  it 
and  the  tenaculum  on  the  anterior  lip  together.  If  they  do 
not  come  together  easily,  remove  more  tissue  till  they  do, 
for  it  is  essential  that  the  lips  come  together  without  much 
tension.  If  any  hard  tissue  is  allowed  to  remain,  or  if  there 
is  too  much  tension,  the  operation  will  be  certain  not  to  give 
complete  relief.; 

To  pass  the  stitches,  hold  the  tenaculum  on  the  anterior 
lip  with  the  left  hand,  and  pass  the  needle,  threaded  with 
silk,  first  through  the  mucous  membrane  of  the  anterior  lib 
close  to  where  the  os  is  to  be,  then  embedded  in  the  tissues 
parallel  to  the  cervical  canal,  bringing  out  the  point  at  the 
bottom  of  the  angle  formed  by  the  anterior  and  posterior 
lips  (Fig.  25).  Place  the  counter-pressure  circle,  held 
in  the  left  hand,  over  the  point  of  the  needle,  and  use  it  as  a 
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iixed  point  against  which  to  push  the  needle-holder.  Loosen 
the  catch  of  the  holder,  take  hold  of  the  point  of  the  needle 


Fig.  26. — Torn  cervix,  showing  lips  opened  out,  amount  of  paring,  and 
introduction  of  stitches.  A A,  denuded  tissue  on  the  upper  half  of 
the  anterior  and  posterior  lips  ; B to  E,  stitches  ; F,  cervical  canal. 

and  draw  it  completely  through,  still  using  the  counter- 
pressure  circle.  This  use  of  the  circle  prevents  dragging  of 
the  cervix,  and  lessens  the  chance  of  injury.  Eeinsert  the 
needle  at  the  base  of  the  posterior  lip,  and  bring  it  out 
through  the  mucous  membrane  at  a point  opposite  to  where 
it  entered  on  the  anterior  lip. 

A corresponding  stitch  is  passed  through  the  other  half 
of  the  cervix.  When  these  two  stitches  can  be  passed,  they 
shut  off  the  cervical  canal  entirely  from  the  rest  of  the 
wound.  The  remaining  stitches,  usually  two  or  three  on  each 
side,  are  passed  fairly  deeply  into  the  cervical  tissues,  but 
they  are  not  of  so  much  importance  as  the  two  first.  It  is 
sometimes  very  difficult  to  introduce  the  first  two  in  the  way 
described.  In  such  a case  they  should  be  passed  as  shown  in 
Fig.  27  down  to,  but  not  into,  the  part  left  untouched  for  the 
canal.  The  ends  of  each  stitch,  about  4 in.  in  length,  should 
be  temporarily  tied  with  a slip-knot,  and  as  soon  as  the  first 
one  has  been  passed,  the  cervix  can  be  manipulated  without 
a tenaculum.  Before  closing  the  wound,  the  lips  must  be 
separated,  and  any  clot  removed  with  a small  wet  sponge  on 
a holder.  The  stitches  must  be  tied  tightly  enough  to  bring 
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the  edges  together  and  no  more,  and  those  on  the  upper  half 
are  tied  first.  When  all  have  been  tied  and  the  ends  cut  off, 


Fig.  27.— Another  method  of  stitching.  A A,  denuded  tissue,  anterior 
and  posterior  lips  ; B to  D,  stitches  ; F,  cervical  canal. 


leaving  a good  inch  for  convenience  in  taking  out,  a sound  is 
passed,  to  make  sure  that  the  canal  has  been  left  large 
enough. 

When  the  tear  is  on  one  side  only,  the  healthy  side 
need  not  be  interfered  with ; when  it  is  stellate,  the  plan  is 
to  treat  it  as  if  it  were  a bilateral  one,  ignoring  the  various 
divisions,  as  they  are  cleared  away  with  the  denudation. 

The  only  complication  which  can  arise  during  the  operation 
is  the  cutting  of  a large  artery.  The  writer  saw  this  happen 
once  in  the  Women’s  Hospital,  New  York.  A very  large 
vessel  was  evidently  divided,  as,  apparently  instantaneously, 
the  vagina  was  filled  with  blood.  A stitch  was  quickly  put 
in  at  the  upper  angle  of  the  wound,  and  as  soon  as  it  was 
tied  the  bleeding  stopped,  and  there  was  no  more  trouble. 

There  should  be  no  general  disturbance  whatever  after 
this  operation.  No  dressing  need  be  put  in  the  vagina,  and 
no  injections  or  local  treatment  of  any  kind  are  required. 
Should  there  be  any  rise  of  temperature  not  referable  to 
general  causes,  it  will  in  all  probability  be  due  to  some  little 
bruising  or  cellulitis  caused  by  dragging  down,  or  too  much 
or  too  rough  manipulation  of  the  uterus. 
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For  a day  or  two  after  the  operation  there  may  he  some 
backache,  not  severe  enough  to  require  any  anodyne ; often 
there  is  not  any  pain  whatever.  Sometimes,  apparently 
when  a stitcli  has  been  passed  too  deeply,  and  into  the  cellular 
tissue,  the  patient  may,  within  twelve  hours,  be  apparently  in 
a very  serious  condition,  with  a quick  pulse,  perhaps  150  or 
160,  and  with  the  expression  grey  and  anxious.  The  writer 
has  been  told  of  this  state,  but  has  never  seen  it  himself. 
The  treatment  is  to  at  once  take  out  the  deepest  stitch  on 
each  side,  and  if  that  does  not  result  in  great  improvement, 
all  the  stitches  must  be  removed.  When  it  has  been 
necessary  to  do  this,  warm  antiseptic  injections  must  be  given 
twice  a day,  to  keep  the  lips  soft,  and  allow  of  as  much  heal- 
ing as  possible ; and  the  result  is  said  to  be  not  altogether 
unsatisfactory. 

The  stitches  are  removed  about  the  eighth  day.  In  this 
operation  there  is  no  special  advantage  in  using  an  absorbable 
suture,  and  it  is  more  satisfactory  to  have  an  opportunity  of 
seeing  how  the  parts  have  healed.  To  derive  the  full  benefit 
from  the  operation,  the  patient  should  remain  in  bed  for  not 
less  than  two  weeks.  If  the  monthly  flow  is  expected  about 
the  time  the  patient  would  be  getting  up,  it  is  better  to  keep 
her  in  bed  a few  days  longer,  till  the  worst  of  it  is  over.  If 
it  comes  on  too  soon,  and  before  the  stitches  have  been  taken 
out,  they  can  be  safely  left  in  till  it  is  over. 

Amputation  of  the  Cervix  for  Hypertrophy. 

Amputation  of  the  cervix  for  other  than  malignant  disease 
is  an  operation  which  does  not  require  to  be  frequently  per- 
formed. It  presents  no  difficulty  and  there  is  seldom  much 
bleeding. 

The  instruments,  etc.,  are  the  same  as  for  Emmet  s opera- 
tion, or  with  a bistoury  in  addition.  The  patient,  having  been 
placed  in  the  proper  position  and  the  cervix  exposed,  a double 
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tenaculum  is  to  be  fixed  on  the  centre  of  the  anterior  lip,  and 
a second  on  the  posterior,  taking  a firm  grasp  of  the  tissues, 
and  while  both  are  held  in  the  operator  s left  hand  he  cuts 
off  the  cervix  either  with  the  sharp-pointed  curved  scissors 
or  with  a bistoury.  The  incision  through  the  mucous 
membrane  should  not  be  exactly  at  the  junction  of  the  cervix 
and  vagina,  hut  should  he  made  fully  a quarter  of  an  inch 
away  from  this  junction,  and  on  the  cervix.  When  one  is 
not  much  accustomed  to  perform  these  operations,  it  will  be 
as  well  to  make  an  incision  through  the  mucous  membrane 
all  round  first,  so  as  to  he  sure  of  leaving  the  proper  amount, 
and  then  to  cut  across  the  firmer  tissue  of  the  cervix.  When 
the  cervix  has  been  removed,  it  is  well  to  feel  if  any  hard 
tissue  or  cervical  cysts  have  not  been  left  behind,  and  one 
must  not  be  content  until  all  hardness  and  all  hard  cysts 
have  been  cut  out. 

As  soon  as  the  cervix  has  been  removed,  the  assistant 
presses  a sponge,  on  a holder,  against  the  cut  surface,  until 
most  of  the  bleeding  has  stopped.  If,  however,  it  does  not 
incline  to  cease,  the  sponge  may  be  wrung  out  of  very  hot 
water  before  being  applied.  Should  the  haunorrhage  con- 
tinue to  any  extent,  the  stitches  must  be  passed  and  tied 
quickly.  The  first  stitch  is  passed  by  catching  up  the 
cervical  mucous  membrane  in  front  with  a single  tenaculum  ; 
and,  while  this  is  held  in  the  left  hand,  a straight  needle  in  a 
holder  is  inserted  through  the  mucous  membrane,  coming  out 
after  it  has  taken  up  a small  amount  of  cervical  tissue ; the 
needle  is  then  inserted  in  front  of  the  opening  of  the  cervical 
canal,  and  is  brought  out  in  the  canal  itself.  The  second 
stitch  is  passed  in  a corresponding  way  into  the  posterior  lip, 
beginning  from  the  cervical  canal.  If  these  two  stitches  are 
tightened,  it  will  be  seen  that  the  mucous  membrane  covers 
the  cut  surface  fairly  well.  The  remaining  stitches,  usually 
three  or  four  on  each  side,  are  passed  from  before  backwards. 
A single  tenaculum  catches  up  the  mucous  membrane  in 


46 


G YNsE COLO GICA L OPERA  TJONS. 


front,  and  the  needle  is  pushed  through  the  membrane,  taking 
up  more  or  less  cervical  tissue,  the  amount  depending  on  the 
quantity  of  bleeding.  When  the  bleed- 
ing does  not  tend  to  stop,  it  is  better  to 
pass  a buried  suture  from  the  front  to 
the  back ; when  there  is  little  haemor- 
rhage, it  is  sufficient  to  take  up  a small 
amount  of  tissue  in  front  and  the  same 
behind.  When  all  the  stitches  have 
been  passed,  and  are  tied,  the  cut  surface 
will  be  entirely  covered,  and  in  the 
centre  of  the  line  the  os  will  be  seen. 

Fig.  28.— Two  methods  of  On  the  left  side  of  Fig.  28  the 

stitching  in  amputation  suj:ureg  are  represented  as  buried  : on 
of  the  cervix.  . ' 

the  right  they  have  simply  taken  up 
some  tissue  before  and  behind.  Of  the  two  centre  stitches, 
the  anterior — the  upper  in  the  diagram — is  represented  as 
bavin 2 been  buried 
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OPERATIONS  ON  THE  CERVIX  FOR  MALIGNANT 

DISEASE. 

The  operative  forms  of  treatment  on  the  cervix  for  malignant 
disease  may  be  divided  into  three:  (1)  destruction  of  the 
disease  with  caustic;  (2)  amputation  of  the  cervix;  and  (3) 
removal  of  the  uterus.  Though  the  advanced  school  seem 
almost  to  think  that  there  is  but  one  plan, — the  last, — still, 
there  are  undoubtedly  cases  where  the  first  two  forms  of 
operation  are  advisable.  Hysterectomy,  either  by  the  vagina 
or  through  the  abdominal  route,  cannot  be  considered  here. 

For  the  destruction  of  malignant  disease  of  the  cervix, 
and  also  of  disease  in  the  cavity  of  the  uterus,  the  best  caustic 
appears  to  the  writer  to  be  caustic  potash ; and  the  operation 
can  be  carried  out  without  making  the  patient  insensible, 
though  it  is  certainly  more  convenient  to  give  an  aneesthetic. 

No  special  preparatory  treatment  is  required,  and  the 
instruments  necessary  are : a Fergusson  speculum,  a caustic- 
holder,  an  enema  syringe,  caustic,  pyroligneus  acid,  and  some 
wool. 

The  patient  is  placed  usually  on  the  left  side,  unless 
the  disease  can  be  better  exposed  when  she  is  on  the  hack  ; 
and  the  speculum,  which  should  be  as  large  a one  as  possible, 
is  introduced  into  the  vagina,  and  is  made  to  engage  the 
cervix.  The  speculum  must  not  be  allowed  to  slip,  but  must 
be  kept  close  up  to  the  top  of  the  vagina.  A piece  of  caustic, 
from  2 to  3 in.  in  length,  is  fixed  in  the  holder,  and  is  firmly 
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pressed  against  the  diseased  parts.  As  the  destruction  of 
the  tissue  goes  on,  the  view  becomes  obscured  by  a thick 
blackish  discharge,  which  can,  if  necessary,  be  syringed  away, 
using  the  pyroligneous  acid,  1 in  4 or  5 ; or  it  can  be  re- 
moved with  pieces  of  wadding  soaked  in  the  same  fluid.  It 
will  depend  on  the  amount  of  the  disease  how  much  of  the 
caustic  will  be  used,  but  for  an  average  case  somewhere 
about  2 in.  will  be  sufficient,  before  withdrawing  the 
speculum,  syringe  out  very  thoroughly  with  the  acid  solution, 
depress  the  end  of  the  speculum,  and  let  all  the  fluid  run 
out ; then  insert  a plug  of  wool,  soaked  in  the  solution,  into 
the  upper  part  of  the  vagina.  Withdraw  the  speculum, 
leaving  the  plug  in  position. 

The  after-treatment  consists  in  removing  the  plug  at 
the  first  visit,  in  keeping  the  patient  in  bed  for  about  two 
weeks,  and  in  syringing-out  with  any  antiseptic  lotion  as  soon 
as  there  is  any  discharge,  and  until  the  raw  surface  is  seen 
to  have  healed.  This  it  will  not  begin  to  do  for  at  least 
ten  days. 

The  caustic  can  also  be  passed  into  the  body  of  the 
uterus ; but  before  doing  this,  one  must  be  very  sure  that 
it  is  tightly  fixed  on  the  holder.  If  it  come  off  inside  the 
uterus,  it  must  be  got  away,  as  otherwise  there  is  every 
likelihood  that  it  would  cause  a perforation.  Removal 
might  not  be  easy. 

When  it  is  decided  to  use  the  cautery,  the  method  will 
depend,  to  some  extent,  on  the  condition  of  the  cervix.  If 
there  is  a large  mass  to  be  removed,  it  is  best  to  use  a Sims 
speculum  to  expose  the  part.  Rapidly  cut  off  the  greater 
part  of  the  disease  with  scissors,  and  at  once  apply  the 
rounded  end  of  the  thermo-cautery  to  the  raw  surface, 
bleeding  will  quickly  cease  with  the  application  of  the  dull 
red  iron ; or  if  it  is  at  first  troublesome,  traction  may  be 
made  on  the  cervix  with  tenacula.  With  the  application 
of  the  cautery,  also,  there  must  be  no  hurry,  for  to  do  any 
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real  good  the  destruction  must  be  carried  as  deeply  as  the 
case  will  allow,  always  bearing  in  mind  the  natural  position 
of  the  parts,  and  also  that  they  may  have  been  more  or  less 
modified  by  the  disease. 

When  there  is  no  large  mass  of  disease,  or  when  the 
cautery  is  to  be  applied  to  the  interior  of  the  uterus,  it  may 
be  more  convenient  to  some  to  use  a short  tubular  speculum 
made  of  wood,  although  even  in  these  cases  the  Sims  is 
more  convenient,  and  there  is  not,  with  even  moderate  care, 
any  more  risk  of  burning  the  vaginal  walls  or  the  vulva, 
except  when  the  vaginal  outlet  is  very  small. 

The  after-treatment  is  the  same  as  has  been  described 
above.  When  either  method  is  employed,  the  one  important 
point  to  remember  is  to  destroy  the  disease  thoroughly.  It 
is  therefore  futile  to  commence  an  operation  of  this  kind 
unless  there  seems  to  be  a reasonable  prospect  of  being  able 
to  remove,  for  the  time  at  least,  all  of  the  disease. 

To  perform  a partial  operation  does  not  only  do  no  good, 
but  it  does  actual  harm,  by  apparently  stirring  up  the  disease 
which  is  left  to  increased  activity. 

The  one  possible  exception  to  this  is  when  there  is  a 
large,  soft,  fungating  mass,  whose  removal  will  stop  for  a 
time  an  exhausting  discharge.  In  properly  selected  cases, 
the  operation  by  caustic  or  the  cautery  improves  the  general 
health,  gives  comfort,  and  prolongs  life. 

Amputation  of  the  cervix  for  malignant  disease  differs 
somewhat  from  the  operation  described  for  simple  hyper- 
trophy. It  is  beyond  the  scope  of  this  work  to  enter  into 
the  cpiestion  of  the  advisability  of  the  operation  as  against 
total  extirpation  of  the  uterus  ; but  the  operation  is  still 
performed,  often  with  unsatisfactory  results,  sometimes  with 
a very  satisfactory  result.  Some  will  doubtless  say  that 
this  is  about  as  much  as  can  be  claimed  for  the  major 
operation. 

It  is  well  to  have  the  vagina  syringed  out  several  times 
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a clay  before  the  operation,  and,  of  course,  to  have  the  bowels 
well  opened. 

The  instruments,  etc.,  required  are : a Sims  speculum, 
double  and  single  tenacula,  curved  sharp-pointed  scissors,  a 
Volkmann  spoon,  sponge-holders,  sponges,  iodoform  gauze, 
and  carbolisecl  vaseline. 

The  \;sual  three  assistants — the  anaesthetist,  assistant,  and 
nurse — being  ready,  the  patient  is  made  insensible,  is  lifted  on 
to  the  table,  and  placed  in  position.  The  cervix  is  exposed 
with  the  help  of  the  speculum,  and  a strong  double  tenaculum 
is  fixed  into  the  anterior,  and  one  into  the  posterior  lip. 
Taking  these  in  the  one  hand,  an  incision  is  to  he  made  either 
with  scissors  or  a bistoury  through  the  mucous  membrane  on 
the  cervix,  close  to  the  junction  with  the  vagina.  From  this 
circular  incision  the  cervix  is  to  he  cut  off,  not  directly 
across,  hut  in  a slanting  direction  towards  the  internal  os, 
so  that  when  it  is  removed  the  part  will  be  cone-shaped. 
While  the  division  is  being  made,  traction  on  the  tenacula 
prevents  bleeding,  and  if  a tenaculum  seizes  the  newly-cut 
surface  and  draws  down  the  uterus  immediately,  little  blood 
will  be  lost.  While  the  assistant  sponges  away  what  there 

is,  the  surgeon  looks  and  feels  if  the  whole  of  the  disease 
appears  to  have  been  removed.  If  any  part  appears  to  be 
doubtful,  he  takes  hold  with  a tenaculum  and  cuts  it  away. 
When  the  cervix  has  been  completely  removed  in  this  wav, 
it  will  often  be  impossible  to  put  in  stitches  at  the  os,  as  in 
the  operation  for  hypertrophy.  It  will  be  therefore  best  to 
leave  the  whole  surface  open,  and  to  plug  the  vagina  lightly 
with  iodoform  gauze,  having  first  smeared  the  raw  surface 
with  carbolised  vaseline.  Should  there  be  much  haemorrhage, 
the  application  of  sponges  wrung  out  of  hot  water  may  stop 

it,  unless  the  bleeding  comes  chiefly  from  one  spot,  in  which 
case  a stitch  must  be  passed  underneath  and  tied. 

The  after-treatment  consists  in  withdrawing  the  gauze 
at  the  end  of  forty-eight  hours,  and  the  subsequent  injection 
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twice  a day  of  large  quantities  of  warm  water,  to  which, 
especially  at  first,  boracic  acid  may  be  added.  When  it  has 
not  been  possible  to  put  in  stitches,  a visual  examination 
will  have  to  be  made  occasionally  during  the  healing  process, 
to  see  that  the  os  is  not  becoming  contracted.  If  it  is 
necessary,  the  passage  of  a few  bougies  will  keep  it  sufficiently 
open. 

When  amputation  is  determined  on,  where  there  is  a 
large  cauliflower  growth,  it  may  sometimes  be  necessary  to 
cut  this  away  first.  When  it  is  done  quickly  and  the  cervix 
drawn  down  at  once,  there  need  not  be  very  much  bleeding. 

Accidentally  the  peritoneal  cavity  is  sometimes  opened 
into  posteriorly.  If  the  opening  is  stitched  together  at  once, 
or  if  nothing  is  allowed  to  pass  into  the  cavity,  the  accident 
does  not  appear  to  be  of  very  much  importance,  and  does 
not  do  any  harm. 


CHAPTER  VIII. 


THE  REMOVAL  OF  INTRAUTERINE  TUMOURS. 


The  removal  of  a tumour  or  polypus  from  the  interior  of 
the  uterus  may  be  a very  simple  or  a very  difficult  operation. 
The  operation  may  be  divided  into  those  where  the  growth 
is  in  the  cervix ; and  secon'dly,  where  it  is  in  or  springs 
from  the  interior  of  the  womb.  The  latter  are  also 
divisible  into  two  varieties : the  one  where  the  growth  is 
pediculated,  and  the  other  where  its  base  is  more  or  less 
embedded  in  the  uterine  wall. 

The  operation  of  removing  a polypus  growing  from 
the  cervical  canal  is  performed  by  passing  a pah-  of  forceps 
along  the  finger,  catching  hold  of  the  polypus,  and  slowly 
twisting  it  off.  If  there  is  any  difficulty, 
the  growth  can  be  first  exposed  by  using 
a speculum. 

No  after-treatment  is  necessary,  beyond 
keeping  the  patient  in  bed  for  the  rest  of 
the  day ; and  if  it  were  not  that  there 
might  possibly  be  some  haemorrhage,  the 
slight  operation  might  be  habitually  per- 

FIG.  29. — Pediculated  formed  in  the  consulting-room.  A soft, 

fibroid.  AAA,  grape-like  polypus  can  be  removed  without 

uterine  nail , C,  risk  of  bleeding, 

tumour ; P,  pedicle.  J ° 

When  a submucous  fibroid  tumour  has 
become  pediculated,  its  attachment  will  always  be  found  to 
spring  from  the  fundus  (Fig.  29).  When  such  a tumour  has 
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protruded  itself  through  the  cervix,  its  removal,  when  not 
so  large  as  to  prevent  the  finger  passing  beyond  it  to  the  neck, 
is  almost  as  simple  a matter  as  removing  a polypus  from 
the  cervix. 

The  instruments,  etc.,  required  are : a pair  of  large 
locking  forceps  (Fig.  30),  a pair  of  curved  scissors  with 
long  shanks,  a syringe,  and  lotion.  The 
vagina  is  syringed  out,  and  the  patient 
may  lie  either  on  the  back  or  side,  as 
is  found  most  convenient ;.  the  finger  is 
passed  into  the  vagina,  passing  over  the 
tumour,  till  it  feels  the  pedicle,  and, 
following  this  up,  it  enters  the  uterus. 

The  pair  of  locking  forceps  is  intro- 
duced, and,  guided  by  the  finger  to  the 
pedicle,  is  made  to  grasp  it  beyond  the 
mass  of  tumour.  The  instrument  is 
then  firmly  locked.  A pair  of  strong 
curved  scissors  is  next  guided  up  to  the 
forceps,  and  severs  the  pedicle  between 
the  tumour  and  the  instrument.  As 
soon  as  this  has  been  done,  the  forceps 
can  be  tightened  if  necessary.  For 
comfort,  some  wadding  or  gauze  may 
require  to  be  packed  round  the  handle 
of  the  forceps  to  give  support  and 
prevent  dragging.  The  instrument  can 
be  removed  at  the  end  of  an  hour,  or  at  the  first  visit. 
The  forceps  should  always  be  removed  within  a very  few 
hours.  It  is  neither  necessary  nor  advisable  to  leave 


Fig.  30. — Large  locking 
forceps.  (One-tliird 
size. ) 


them  on  for  a long  time : the  crushing  of  the  strong 
blades  completely  arrests  bleeding,  while  a prolonged 
application  of  such  great  force  would  cause  sloughing  of 
the  tissues  grasped  by  the  blades.  The  operation  is  not 
at  all  painful,  and  can  easily  be  performed  without  adminis- 
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tering  an  anaesthetic,  unless  the  patient  is  very  nervous  or 
is  unmarried. 

In  addition  to  removing  the  forceps,  no  after-treatment 
is  required,  except  keeping  the  patient  in  bed  for  at  least 
a week,  and  seeing  that  she  does  not  go  about  much  during 
the  first  menstrual  period. 

Some  idea  of  how  thick  a pedicle  can  be  safely  treated 
in  this  way,  will  be  gained  by  mentioning  that  an  irreducible 
inversion  of  the  uterus  has  been  removed  by  putting  on 
two  pairs  of  forceps  and  cutting  off  in  the  way  described. 
In  this  case  the  forceps  were  left  on  for  between  four 
and  five  hours. 

It  sometimes  happens  that  a patient  does  not  seek 
advice  until  the  tumour  has  begun  to  slough,  and  at  times 
such  a condition  is  supposed  by  the  woman  to  be  cancer. 
The  putrid  smell,  the  sickly  appearance  of  the  patient, 
and  the  feeling  of  the  soft  mass,  may  even  lead  a doctor 
astray,  until  he  gets  his  finger  past  the  mass,  and  feels 
the  pedicle  and  also  the  healthy  lips  of  the  cervix. 

An  attempt  to  grasp  the  pedicle  of  a tumour  in  this 
condition  with  the  forceps  will  probably  have  the  result 
of  crushing  it  through.  Although  in  such  a case  there 
is  not  likely  to  be  any  bleeding,  still  it  is  better  to  be 
on  the  safe  side,  and  put  on  the  forceps.  If  they  cut 

through,  no  harm  is  done.  After  the  growth  has  been 

removed,  put  in  a speculum,  and,  after  the  uterus  and 
vagina  have  been  thoroughly  syringed  or  swabbed  out, 
loosely  pack  the  uterine  cavity  with  antiseptic  gauze,  to 
act  both  as  a plug  in  case  there  should  be  oozing,  and 
also  as  a drain.  The  gauze  can  be  removed  the  next  day. 

One  of  these  growths  may  be  discovered  before  it 

has  dilated  the  cervix  at  all,  or  when  the  dilatation  has 
been  only  partial.  In  some  cases  it  is  better  to  wait 
until  nature  has  fully  dilated  the  cervix,  as  the  operation 
is  then  so  simple.  Sometimes  it  is  necessary  to  dilate 
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artificially  rather  than  to  wait.  When  the  os  is  partially 
dilated,  the  operation  is  performed  in  the  following  manner. 
The  patient  is  anaesthetised  and  placed  on  the  back,  being 
fixed  in  this  position  with  a Clover  crutch.  Two  ordinary 
flat  metal  retractors  of  suitable  width— that  depending  on 
the  size  of  the  vaginal  outlet — are  bent  and  inserted  one 
on  each  side,  and  are  held  by  the  assistant  and  nurse, 
who  stand  the  one  on  the  operator’s  right,  the  other  on 
his  left.  Occasionally  a third  retractor  may  be  required 
to  press  up  a prolapsing  anterior  vaginal  wall  or  to  draw 
down  the  perimeum,  though,  as  a rule,  two,  moved  round 
as  required,  are  sufficient.  The  vagina  being  now  cleansed, 
the  tumour,  seen  through  the  os,  is  seized  with  the  ordinary 
double  tenaculum,  or,  if  possible,  with  a stronger  instrument 
of  the  same  kind  (Fig.  31).  Steady  traction  is  made  on 
the  instruments  with  one  hand,  while  with  the  forefinger 
of  the  other  an  endeavour  is  made  to  stretch  the  cervix 
over  the  tumour.  If  it  shows  no  appearance  of  stretching, 
it  is  best  to  divide  it  on  one  or  both  sides  with  scissors 
being  careful  not  to  cut  quite  so  far  as  the  vaginal  junction. 
Should  there  be  much  bleeding  from  the  cut  surfaces,  a 
pair  of  catch  forceps  can  be  put  on  each  side.  If  the 
traction  be  now  continued,  the  growth  will  be  delivered, 
and  the  finger  will  be  able  to  reach  the  pedicle  and 
guide  a pair  of  forceps  to  it  as  before.  The  tumour  is 
cut  off,  a curette  is  passed  over  the  uterine  mucous 
membrane,  and  two  or  three  stitches  are  inserted  to  bring 
together  the  divided  cervix  on  both  sides.  The  uterine 
cavity  can  now  be  packed  with  gauze. 

The  after-treatment  consists  in  taking  off  the  forceps 
in  from  one  to  four  hours,  removing  the  gauze  in  from 
twenty-four  to  forty-eight  hours,  taking  out  the  stitches 
at  the  end  of  a week,  and  keeping  the  patient  in  bed 
for  ten  days. 

When  the  os  is  not  dilated,  this  ought  to  be  done 
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with  tangle  tents  to  the  furthest  extent  possible,  rather 
than  by  the  immediate  method,  so  as  to  get  the  cervix 
as  soft  as  possible.  In  addition,  the  cervix  will  probably 
require  to  be  divided.  So  much  for  the  description  of  the 


Fig.  31.  — Large  Fig.  32. — Forceps, 

double  tenaculum. 

(One-third  size.) 


operations  when  the  tumour  is  small ; and  it  sounds,  and  is, 
very  simple,  but  there  is  sometimes  great  difficulty  in  pre- 
venting the  tenacula  tearing  through  the  tumour,  and  much 
patience  is  often  required. 
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When,  however,  the  growth  is  large,  the  operation  is 
not  so  simple,  but  the  most  important  difficulty  is  when 

the  tumour  is  not  pediculated ; and  it  is  on  this  account, 

and  ou  the  difficulty  of  discovering  whether  a growth  is 
pediculated  or  not,  that  it  is  better  and  safer  to  wait,  as 

a rule,  till  the  os  is  well  dilated,  unless,  of  course,  the 

symptoms  are  such  as  to  endanger  life,  or  cause  much 
misery  and  ill-health.  Much  ingenuity  has  been  displayed 
in  trying  to  make  out  beforehand  how  much  or  how  little 
attachment  there  may  be.  It  is  best  done  with  a sound, 
passing  it  into  the  uterine  cavity  and  round  the  tumour, 
keeping  in  touch  with  the.  tumour.  If  any  mistake  is 
made,  it  is  much  more  likely  that  it  will  be  in  thinking 
the  attachment  larger  rather  than  smaller. 

The  removal  of  a submucous  fibroid  is  sometimes  a 
very  serious  undertaking,  and  doubtless  there  are  some 
who  would  at  the  present  time  prefer  to  remove  the 
uterus  with  the  tumour,  either  by  the  abdominal  or 
vaginal  method.  As  operations  involving  the  opening  of 
the  peritoneal  cavity  do  not  come  within  the  scope  of  this 
book,  the  question  need  not  be  considered  here,  it  being 
sufficient  to  say  that  those  who  believe  that  it  is  most 
inadvisable  to  mutilate,  unless  absolutely  necessary,  will 
prefer  the  operation  to  be  described. 

The  steps  of  the  operation  are  as  follows  when  the 
os  is  fully  dilated,  the  tumour  projecting  into  the  vagina 
or  filling  it  more  or  less  entirely. 

The  instruments,  etc.,  required  are  Clover’s  crutch,  three 
retractors,  several  pairs  of  strong  double  tenacula,  strong 
locking  forceps  at  least  a dozen  in  varying  sizes,  one 
strong  straight  and  one  strong  curved  pair  of  scissors, 
a dozen  sponges  on  holders,  sponges,  gauze,  and  lotion.  In 
addition  to  the  usual  assistants,  someone  will  be  required 
to  wash  the  sponges. 

I he  important  part  of  the  operation  is  recognising  and 
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dealing  with  the  capsule,  which  in  part  covers  the  tumour 
(Fig.  33). 

The  patient  is  placed  on  the 
back  on  a Kelly  pad,  a Clover  crutch 
is  fixed  on,  the  vagina  opened  to 
its  fullest  extent  with  two  or  three 
retractors,  and  the  usual  cleansing 
is  carried  out.  The  most  prominent 
part  of  the  tumour  is  seized  by  a 
large  locking  tenaculum,  and  steady 
and  firm  traction  is  made  through 
it  on  the  tumour.  As  the  tumour 
comes  down,  a second  or  third  pair 
may  be  put  on,  either  in  front  of 
or  behind  the  first.  Usually  the 
tumour  comes  down  more  behind, 
and  by  pulling  the  tenacula  towards 
the  pubes,  a firm  hold  can  be  obtained.  If  the  edge  of  the 
capsule  is  not  seen  and  does  not  come  into  view,  as  large 
a piece  of  tumour  as  can  be  got  at  is  cut  out.  To  this 
point  there  will  have  been  little  bleeding,  almost  none  at 
all  if  constant  traction  on  the  tumour  has  been  kept  up. 

It  is  somewhat  difficult  to  describe  what  the  appearance 
of  the  capsule  is,  but  so  long  as  the  tumour  is  seen  to  be 
quite  smooth,  one  may  go  on  cutting.  When  the  capsule 
does  appear,  it  will  be  simply  as  a slight  edge,  which,  by 
drawing  the  tenacula  to  one  side  and  then  to  the  other,  will 
be  seen  to  pass  round  the  growth. 

The  best  scissors  for  cutting  out  pieces  of  the  tumour  are 
those  depicted  in  Fig.  34.  Especially  when  the  tumour  is 
large,  it  is  necessary  to  operate  quickly,  and  for  this  one  must 
have  the  scissors  very  strong  and  sharp.  As  soon  as  one 
piece  of  tumour  is  removed,  the  tenaculum  grasps  another, 
which  is  in  turn  cut  off,  and  so  on  till  the  capsule  is 
reached. 


Fro.  33. — Intrauterine  fibroid, 
showing  capsule.  Diagram 
showing  uterus  containing 
a sessile  fibroid  tumour. 
A A A,  thickened  uterine 
wall ; B,  the  os,  the  cervix 
having  been  entirely  drawn 
up  ; C,  tumour,  covered  by 
capsule  as  far  as  D D, 
capsule. 
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As  soon  as  the  capsule  is  reached,  it  is  to  be  separated  off 
the  tumour  all  round,  and  wherever  it  bleeds  freely,  locking 
forceps  are  to  be  fixed  on.  The  removal 
of  the  tumour  is  to  be  proceeded  with 
in  the  same  way  until  the  whole  has 
been  got  away.  Once  the  capsule  has 
been  recognised,  there  is  no  likelihood  of 
making  any  mistake,  the  peculiar  white 
appearance  of  the  tumour  being  quite 
distinctive.  One  or  more  pairs  of 

forceps  can  be  fixed  on  to  the  last 
connections  of  the  tumour  and  uterus, 
and  others  on  to  the  interior  of  the 
capsule,  should  there  be  much  bleeding 
when  the  tissues  are  allowed  to  be 
relaxed. 

When  this  has  been  done,  or  as  soon 
as  it  is  seen  that  there  is  not  to  be 
much  bleeding, — and  this  can  only  be 
decided  when  all  traction  has  been 
stopped, — the  cavity  is  to  be  moder- 
ately filled  with  strips  of  iodoform 
gauze. 

Should  there  be  much  bleeding  after 
the  tumour  has  been  removed,  it  is  then 
too  late  to  try  and  find  bleeding 
vessels.  This  should  have  been  done 
while  the  operation  was  progressing 
and  it  is  then  easy  enough,  as  most 
large  vessels  are  found  near  the  edge  of  the  capsule. 
The  best  thing  to  do  is  to  quickly  sponge  out  all  clots, 
fill  the  cavity  with  a sponge  wrung  out  of  very  hot 
water  to  check  the  bleeding  temporarily.  Then,  when 
the  sponge  is  taken  out,  plug  quickly,  and  as  tightly 
as  may  be  necessary,  with  broad  strips  of  iodoform  gauze, 


Fig.  34. — Large  scissors. 
(Half  size.) 
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taking  care,  as  usual,  not  to  allow  the  end  of  any  one  piece 
to  pass  entirely  into  the  cavity. 

The  temporary  arrest  of  the  bleeding  by  the  application 
of  heat  prevents  blood  or  clots  being  left  behind  the  gauze. 

The  edge  of  the  capsule,  into  which  the  gauze  has  to  be 
packed,  is  held  open  by  the  assistants  drawing  on  the  forceps 
fixed  on  to  it.  The  forceps  which  were  originally  fixed  on  to 
the  edge  of  the  capsule  are  allowed  to  remain  until  the  first 
visit,  when  all  can  be  removed,  the  gauze  being  left  till  the 
next  day.  The  vagina  should  not  be  syringed  out. 

When  the  tumour  weighs  several  pounds,  the  operation  is 
always  a fatiguing  one,  but  the  result  is  very  satisfactory, 
provided  it  is  done  quickly  and  without  allowing  much  loss 
of  blood.  It  is  naturally  much  more  difficult  when  the 

patient  is  unmarried,  and  the  vaginal  outlet  small. 

The  secret  of  success,  in  the  large  tumours  especially,  is 
to  be  careful  to  make  out  the  capsule,  as  otherwise,  if  it  is 
missed,  the  uterine  wall  may  be  easily  cut  into.  Constant 
traction  on  the  tumour  or  on  the  capsule  must  be  kept  up  to 
prevent  much  loss  of  blood.  The  largest  growth  the  writer 
has  removed  in  this  way  was  over  five  pounds  in  weight,  and 
the  patient  was  able  to  undertake  a nine-hours’  railway 
journey  on  the  twentieth  day. 

Beyond  keeping  the  patient  in  bed  for  a fortnight,  and 
warning  her  that  the  first  menstruation  may  be  a severe  one, 
there  is  nothing  further  to  be  said  about  after-treatment. 


CHAPTER  IX. 


OPERATION  FOR  PROLAPSE  ON  THE 
ANTERIOR  WALL. 

Before  describing  the  different  operations  for  prolapse  or 
allied  conditions,  it  will  be  necessary  to  give  an  idea  which 
operation  or  operations  ought  to  be  chosen  for  any  particular 
case. 

What  are  the  conditions  for  which  operations  may  be 
required  ? 

There  may  be,  first,  prolapse  of  the  uterus  alone ; and 
by  that  is  meant  a prolapse  where,  if  the  uterus  is  pushed 
up  into  its  natural  position,  there  will  then  be  no  appreci- 
able amount  either  of  prolapse  of  the  anterior  or  of  the 
posterior  vaginal  wall ; second,  prolapse  of  the  posterior 
vaginal  wall,  rectocele : third,  prolapse  of  the  anterior  vaginal 
wall,  cystocele : and  fourth,  prolapse  of  the  urethra, 

urethrocele,  though  the  operative  treatment  of  this  last 
condition  will  be  described  in  its  proper  place. 

Although  there  is  generally  more  or  less  of  a combination 
of  these  three  conditions,  cases  are  often  enough  met  with 
where  one  predominates  to  such  an  extent  that  if  that  one 
is  cured  the  others  will  be  of  no  importance.  The  first  thing 
that  must  always  be  determined  is,  what  part  does  the  uterus 
play  in  the  matter  ? This  is  absolutely  essential.  Having 
satisfied  one’s  mind  that  the  uterus  itself  is  prolapsed,  the 
next  point  to  determine  is  whether  it  can  be  kept  up  from 
below,  by  repairing  its  supports  by  an  operation  or  operations, 
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which  would  at  the  same  time  cure  a rectocele  or  cystocele  if 
present ; or  whether  it  must  be  fixed  by  an  operation  from 
above,  without  necessarily  touching  the  condition  of  the 
vagina. 

Speaking  broadly,  the  causes  of  prolapse  are  increased 
weight,  diminished  support,  or  a combination  of  the  two. 
This  is  sufficient  for  the  purpose  of  describing  the  operations. 

It  is  quite  impossible  to  lay  down  a definite  rule  for  all 
cases,  but  as  near  as  one  can  go,  it  is  as  follows : if  the  cervix 
does  not  come  within  an  inch  or  so  of  the  vaginal  outlet,  and 
if  there  has  been  a well-marked  perinaeal  tear,  not  a simple 
stretching,  more  especially  when  the  uterus  is  subinvoluted 
and  with  a large  torn  cervix,  the  operations  of  selection  are : 
Emmet’s,  to  allow  the  uterus  to  go  back  to  its  natural  size, 
and  thus  decrease  the  weight  to  be  supported,  and,  if  necessary, 
curetting ; and  sewing  up  the  perinseum,  to  give  back  the 
support  which  has  been  destroyed. 

If,  on  the  other  hand,  the  uterus  comes  outside,  it  should 
be  fixed  up  from  above,  either  by  opening  the  abdomen  and 
fixing  in  the  wound  the  pedicle  made  by  one  of  the  broad 
ligaments,  or  by  drawing  up  the  organ  by  the  round  ligaments, 
— Alexander’s  operation. 

When  shortening  the  round  ligaments  is  chosen,  it  must 
be  accompanied  by  repair  of  the  perinseum ; both  opera- 
tions can  be  done  at  the  same  time.  The  first  of  these  two 
is  beyond  the  scope  of  this  work. 

After  the  uterus  has  been  fixed  up  from  the  abdomen,  if 
any  rectocele  or  cystocele  remain,  either  or  both  can  be 
operated  on  later  if,  as  is  unlikely,  it  is  necessary.  Fortun- 
ately it  is  quite  a simple  matter  to  determine  beforehand 
if  this  will  be  necessary  after  the  uterus  has  been  fixed  up. 

The  method  is  as  follows : push  the  uterus  up  into 
position,  and  while  it  is  kept  there  by  the  point  of  the 
finger,  ask  the  patient  to  bear  down.  As  the  uterus  is 
retained  in  the  position  it  would  occupy  after  operation  by 
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the  restraining  finger,  the  amount  of  prolapse  of  the  vaginal 
walls,  if  any,  that  there  would  be  after  it  has  been  fixed  by 
operation  will  be  seen  at  once.  Should  there  be  any  doubt, 
the  examination  can  be  made  in  the  erect  position. 

Perhaps  it  may  be  as  well  to  mention  that  many  a 
woman  with  even  a bad  prolapse  suffers  little,  and  that 
many  others  can  be  made  quite  comfortable  by  other  means 
than  by  operation.  We  can  begin  the  consideration  of  the 
operations  for  prolapse  by  describing  those  on  the  vaginal 
walls.  They  naturally  divide  themselves  into  those  on  the 
anterior,  and  those  on  the  posterior  wall.  While  the  evolu- 
tion of  these  operations  from  the  original  form  to  the  stage 
of  development  to  which  they  have  now  reached  is  undoubt- 
edly of  great  interest,  it  does  not  concern  us  here,  and  three 
operations  only  will  be  described, — one  on  the  anterior  wall, 
and  two  on  the  posterior,  these  latter  being  the  repair  of  the 
perimeum,  when  the  sphincter  muscle  has,  and  has  not,  been 
torn  through. 

The  operation  of  reducing  the  size  of  the  anterior  vaginal 
wall  is  one  which  it  is  not  necessary  to  perform  frequently, 
for  this  reason,  that  prolapse  of  the  anterior  vaginal  wall  is 
practically  always  associated  with,  and  is  in  part  the  result 
of,  more  or  less  deficiency  of  the  perinteum.  Nor  is  this  to 
be  wondered  at  when  one  considers  that  a confinement, 
which  is  the  usual  exciting  cause  of  prolapse  of  the  anterior 
vaginal  wall,  is  likely  also  to  cause  some  amount  of  injury 
to  the  perinseum.  If,  then,  the  prolapse  is  not  of  great 
amount,  it  can  be  prevented  from  giving  trouble  by  properly 
repairing  the  perimeum.  The  result  in  such  a case  is  not 
simply  the  pushing  out  of  sight  of  the  anterior  wall,  but  as 
it  is  thereby  constantly  supported,  gradual  recovery  takes 
place. 

When  the  prolapse  is  a bad  one,  an  operation  may  be 
necessary,  and  the  most  satisfactory  is  one  described  by 
Currier  of  New  York.  Prolapse  of  the  anterior  wall 
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stretches  the  wall  both  in  its  longitudinal  and  in  its  transverse 
direction.  It  is  therefore  not  sufficient  to  bring  it  back  to 
its  natural  size  in  one  of  these  directions,  as  is  aimed  at  by 
some  of  the  operations  which  have  been  performed,  but  it 
must  be  reduced  in  both  directions. 

The  preparatory  treatment  consists  in  the 
thorough  cleaning  out  of  the  bowels  to  get 
rid  of  all  hard  masses,  which  might  cause 
straining  and  consequent  cutting  out  of  the 
stitches  in  the  first  few  days  after  the  operation. 

The  instruments,  etc.,  required  are : a Sims 
speculum,  a sound,  scissors  straight  and  curved, 
a bistoury  if  desired,  single  tenacula,  long 
forceps  with  fine  teeth  and  catch  as  represented 
in  Fig.  35, — this  instrument  is  really  a pair  of 
artery  forceps  made  longer  than  usual, — catch 
forceps,  short  straight  needle,  needle-holder, 
sponges  on  holders,  silk,  catgut,  and  lotion. 

The  usual  number  of  assistants  are  re- 
quired, that  is  to  say  three,  including  the 
anaesthetist. 

The  patient  having  been  placed  in  position, 
the  speculum  introduced,  and  the  vagina  washed 
out,  it  is  well  to  begin  by  passing  a sound 
into  the  bladder  and,  by  pressing  the  point 
into  the  prolapse  against  the  finger  on  the 
vaginal  side,  determine  the  thickness  of  the 
Fig.  35.— Long  wall.  As  a general  rule  it  is  thick,  and  there 

forcePs-  is  no  risk  of  injuring  the  bladder,  but  as  it  is 
(Hall  size.)  . 

occasionally  rather  thinner  than  one  would 
expect,  it  is  better  to  determine  this  point  before  commencing 
to  cut.  Catch  up  with  a tenaculum  the  mucous  membrane  of 
the  vagina  a short  distance,  about  half  an  inch,  in  front  of  the 
cervix  in  the  middle  line,  A in  the  diagram  (Fig.  36).  Give 
the  tenaculum  to  the  assistant.  Catch  another  piece  of 
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mucous  membrane  with  a tenaculum,  again  in  the  middle 
line,  but  this  time  a short  distance  behind  the  orifice  of  the 
urethra,  B in  the  diagram.  While  the 
assistant  holds  the  two  tenacula,  with  a 
third  catch  up  the  mucous  membrane 
at  the  spot  C,  midway  between  the  centre 
of  the  line  between  the  points  A and  B 
and  the  lateral  boundary  of  the  vagina 
on  the  patient’s  left  side,  and  with  a 
fourth  at  the  point  D,  corresponding  to 
C,  but  on  the  other  side.  In  the 
majority  of  cases  it  will  be  found  that  if 
these  two  points,  C and  D,  be  now  brought 
together,  the  vagina  will  be  found  to  be  Fig.  36.— Operation  on 
of  about  its  proper  width.  Should  there  W(Cervix;  u,  urethra, 
be  too  much  tension,  the  tenacula  must 
be  moved  nearer  to  the  middle  line ; or  if  the  wall 
is  still  too  wide,  they  must  be  moved  farther  out.  It 
is  better  to  err  on  the  side  of  leaving  the  wall  rather  too 
wide  than  too  narrow.  Cut  out  a small  piece  of  tissue  at 
the  spot  D for  future  guidance,  and  with  scissors  remove  a 
narrow  strip  of  mucous  membrane  from  B to  A,  passing 
through  C,  or  an  incision  may  be  made  with  a bistoury. 
While  the  assistant  still  holds  the  two  tenacula,  catch  up 
the  tissue  at  the  point  D,  and  cut  out  the  line  B D A. 

The  entire  mucous  surface  enclosed  in  the  lines  B C A 
and  B D A has  now  to  be  removed.  Catch  up  the  tissues 
at  B,  either  with  a tenaculum  or  the  long  artery  forceps, 
and  with  straight  blunt-pointed  scissors  cut  upwards  towards 
the  cervix,  the  membrane  being  removed  either  in  one  piece 
or  in  strips.  Bleeding  is  usually  free,  and  catch  forceps  can 
be  put  on  to  any  bleeding  vessels  which  can  be  seen  as  the 
dissection  is  made,  or,  after  it  is  finished,  a sponge  wrung  out 
of  hot  water  can  be  pressed  against  the  denuded  part.  The 
bleeding  diminishes  as  the  cervix  is  approached;  but  it  is 
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easier  to  begin  below,  to  prevent  the  blood  constantly 
obscuring  tbo  view.  As  thin  a layer  of  tissue  as  possible 

is  to  be  removed ; but  unless  the  vaginal  wall  is  un- 
naturally thin,  there  is  no  risk  of  injuring  the  bladder. 
If  the  bleeding  does  not  tend  to  cease,  it  is  safer  and 
conduces  to  better  healing  of  the  wound  if  all  bleeding  points 
are  tied  with  catgut.  So  little  pressure  stops  the  bleeding 
met  with  in  this  situation,  that  the  very  finest  catgut  pro- 
curable is  best,  as  it  does  uot  require  to  bear  much  strain 
in  tying.  The  ends  are  to  be  cut  off  as  short  as  possible, 
especially  when  many  ligatures  have  been  used,  to  prevent 
any  unnecessary  discharge. 

Sufficient  denudation  has  now  been  made  to  narrow  the 
wall  laterally,  and  the  next  stage  is  to  arrange  for  shortening 
it.  Somewhere  between  B and  C pick  up  the  tissues  with 
a tenaculum,  at  say  E,  and  with  a second  at  a corresponding 
point  between  A and  C,  saji  at  F,  bring  these  two  points 
together,  to  judge  of  the  amount  of  mucous  membrane  it  is 
necessary  to  remove  to  bring  the  wall  back  to  its  proper 
length.  If  the  points  C and  F come  together  either  too 


loosely  or  too  tightly,  the  tenacula 
must  be  moved  until  the  length 
of  the  vagina  is  found  to  be  right, 
then  dissect  out  a triangular  piece 
of  mucous  membrane  whose  base 
is  E F and  whose  apex  is  at  the 
lateral  junction  of  the  vagina.  A 
line  drawn  at  right  angles  from 
the  centre  of  the  line  B A would 
divide  this  triangle  equally  and 
impinge  on  the  apex  G (Fig.  37). 
A corresponding  triangle  is  to  be 
dissected  out  from  the  line  B D A , 
the  base  being  represented  by  the  letter  H I and  the 


Fig.  37.— Operation  on  anterior 
wall.  W,  cervix  ; U,  urethra. 
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K.  All 


bleeding 


points  are  to  be  secured,  and 
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no  attempt  is  to  be  made  to  close  the  wound  until  all 
haemorrhage  has  stopped.  To  close  the  wound,  the  line  A F 
has  to  be  approximated  to  the  line  A I,  the  line  B E to  BH. 
When  this  has  been  done,  the  result  will  be  as  in  Fig.  38. 
There  will  be  then  one  straight  longitudinal  line,  broken  in 
the  middle  by  the  transverse  oval  of  denuded  tissue.  Now  join 
the  line  E G to  F G,  and  HK  to  I K,  and  the  result  will  be 
as  in  Fig.  39.  Naturally  the  figures  are  not  mathematically 
correct:  they  are  simply  diagrammatic,  to  show  how  the  denuda- 


o 


B 

OU 


Fig.  38. — Operation  on  anterior 
vaginal  wall.  W,  cervix  ; 
U,  urethra. 


o 


B 

o u 


Fig.  39.- — Operation  on  anterior 
vaginal  wall.  W,  cervix  ; 
U,  urethra. 


tion  and  the  stitching  are  to  be  done,  but  they  cannot  show 
the  relative  amount  of  tissue  removed,  as  that  will  depend 
on  the  necessities  of  each  case. 

The  stitches  are  put  in  in  the  following  way : when  the 
bleeding  has  ceased,  catch  up  the  tissue  on  the  line  A I 
near  A,  and  pass  a straight  needle  on  a holder  through 
the  cut  edge  on  that  side,  and  through  a corresponding- 
part  on  the  line  A F.  It  is  neither  necessary  nor  advisable 
to  attempt  to  bury  the  stitch.  Tie  the  suture  tightly  enough 
to  bring  the  edges  comfortably  together  without  tension,  and 
cut  short.  But  in  as  many  stitches  as  necessary,  tying  each 


68 


G YN/E  COL  O GICAL  OPE  Li  A TIONS. 


as  it  is  put  in,  till  the  angles  at  F and  I are  reached.  Now 
stitch  together  the  lines  B E and  B H in  the  same  way, 
commencing  at  B.  F G and  E G are  next  brought  together, 
commencing  at  G,  and  the  remaining  part,  commencing  at  K. 
A good  hold  should  be  taken  of  the  tissues,  and  the  silk 
should  not  be  very  fine,  for  fear  of  cutting  out,  if  there  should 
be  much  sickness  or  straining  after  the  operation.  Fig.  38 
represents  the  appearance  when  the  wound  has  been  closed 
to  narrow  the  wall ; Fig.  39,  when  the  stitches  for  shortening 
it  have  also  been  tied.  Some  may  prefer  to  use  a continuous 
stitch  of  catgut ; put  in  and  tie  the  first  stitch  near  A,  as 
already  described,  then  continue  till  F I is  reached,  leave  the 
end  long  and  commence  with  a new  catgut  thread  near  B, 
till  E H is  reached ; one  may  then  use  a third  and  fourth 
thread,  commencing  at  G and  K,  the  ends  of  the  four  catgut 
threads  being  finally  tied  together ; or  the  first  thread  may 
be  passed  loosely  from  F I to  near  G,  and  the  stitching 
proceeded  with  till  F E is  reached ; and  the  second  thread 
passed  from  E H to  near  K,  and  the  stitching  finished  up  to 
I H,  the  two  ends  being  then  tied.  The  method  of  stitching 
is  immaterial,  so  long  as  the  proper  parts  are  brought 
together  not  too  tightly.  The  writer  prefers  the  interrupted 
silk  sutures,  while  the  inventor  of  the  operation  has  a 
preference  for  the  two  continuous  catgut  ones. 

To  ensure  primary  union  in  the  whole  length  of  the 
wound,  very  special  care  must  be  taken  to  leave  behind  no 
blood  clot. 

Beyond  keeping  the  patient  in  bed  for  at  least  two 
weeks,  and  removing  the  stitches  eight  days  after  the 
operation,  there  is  no  special  after-treatment.  No  dressing 
is  to  be  left  in  the  vagina,  and  no  syringing  must  be  done ; 
the  catheter  need  not  be  passed,  and  on  no  account  whatever 
must  the  patient  even  raise  herself  in  bed.  The  bowels 
should  be  moved  not  later  than  the  third  day ; a dose  of 
castor-oil  or  other  suitable  laxative  given  early  in  the 
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morning,  and  followed  by  a small  injection  of  glycerine  or 
oil  some  six  or  eight  hours  afterwards,  will  prevent  straining, 
which  must,  if  possible,  he  avoided.  For  this  reason  great 
care  must  be  taken  to  prevent  the  patient  taking  cold,  and 
the  operation  must  he  delayed,  if  there  is  any  threatening  of 
cough  or  bronchitis,  until  she  is  free  from  that  risk. 


CHAPTER  X. 


OPERATIONS  ON  THE  POSTERIOR  WALL. 

The  operation  on  the  posterior  vaginal  wall  has  to  be 
performed  on  an  entirely  different  principle  from  that  on 
the  anterior,  because  the  anatomy  of  the  parts  is  totally 
different.  On  the  anterior  wall,  what  is  required  is  simply 
to  reduce  the  size  of  the  wall,  which  had  been  stretched ; 
while,  on  the  posterior,  what  has  happened  is  that  there  has 
been  a tear,  in  the  very  great  majority  of  cases,  of  a solid 
mass  of  tissue,  the  perinamm. 

What  has  to  be  attempted  is  to  bring  back  the  perinteum 
to  as  near  as  possible  its  original  form. 

This  is  a much  more  important  operation  than  that 
on  the  anterior  wall,  because  it  is  much  more  frequently 
necessary,  and  because  so  much  more  depends  on  its  success, 
— the  support  of  the  uterus  more  or  less,  the  possibility  of 
retaining  a pessary,  and  the  cure  even  of  a distended  and 
prolapsed  anterior  wall. 

It  is  of  very  great  and  special  importance  to  have  the 
bowels  well  moved  before  the  operation,  and  this  holds  good 
whether  the  sphincter  has  been  torn  or  not.  In  addition  to 
the  usual  purge,  an  injection  should  be  administered  an  hour 
or  so  before  the  operation.  While  the  patient  is  under  the 
influence  of  the  ana3sthetic,  it  adds  vastly  to  the  comfort  of 
the  operator  if  the  patient  be  prevented  from  straining ; for 
this  not  only  stops  the  progress  of  the  operation,  and  if,  in 
addition,  the  bowels  move  after  the  patient  is  on  the  table, 
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nothing  can  be  more  disagreeable.  When  this  accident 
happens,  the  parts  must  be  dried  with  wool,  and  then 
thoroughly  washed  with  the  corrosive  sublimate  lotion.  If 
the  bowel  does  not  seem  to  be  thoroughly  emptied,  it  is  well 
to  pass  into  the  rectum  one  or  more  large  plugs  of  wool 
smeared,  for  convenience,  with  vase- 
line. To  each  a string  must  be  firmly 
tied,  to  facilitate  its  removal  at  the 
end  of  the  operation. 

The  instruments,  etc.,  required 
are : Clover’s  crutch  ; Emmet’s  right 
and  left  blunt-pointed  bent  scissors 
(Fig.  40) ; short  straight  scissors ; 
long  artery  forceps ; catch  forceps, 
about  a couple  of  dozen ; needle  for- 
ceps ; needles,  either  ordinary  straight 
sewing  needles  with  eye  large  enough 
to  carry  the  silk,  or  large  full-curved 
surgical  needles,  but  sharpened  only 
at  the  point  and  a short  way  down ; 
prepared  silk ; fine  catgut ; two  or 
three  sponge-holders  with  sponges ; 
half  a dozen  or  more  ordinary  sponges  ; 
a small  Sims  speculum ; a bandage  ; a 
Kelly  pad ; a catheter ; wool  and 
antiseptic  lotion ; and  some  morphia 
and  belladonna  suppositories. 

When  the  rupture  has  not  torn 
the  sphincter  muscle,  the  steps  of  the  operation  are  as  follows 
1 he  patient  is  placed  on  the  table  on  a Kelly  pad,  and  is  drawn 
quite  to  the  edge,  and  fixed  in  position  with  Clover’s  crutch. 
An  assistant  stands,  one  on  either  side,  and  they  steady  the 
patient  by  each  getting  one  knee  under  an  arm,  leaving  both 
hands  free.  The  crutch  is  not  yet  opened  out,  and  the  operator 
sitting  on  a chair,  with  the  instruments  spread  out  on  a 


Fig.  40. — Emmet’s  curved 
scissors.  (Half  size.) 
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table  at  his  left,  is  ready  to  begin.  He  washes  the  parts 
as  usual,  and  notices  the  height  of  the  most  anterior  of  the 
carunculffl  myrtiformes.  The  assistant  on  each  side  then 
draws  aside  one  labium,  the  one  on  the  operator’s  right 
doing  so  with  his  left  hand,  while  the  other  assistant  uses 
his  right.  The  assistant  on  the  right  is  therefore  the  chief 
one,  as  he  has  his  right  hand  free.  It  is  important,  when 
drawing  aside  the  labia,  that  the  hand  of  the  one  assistant 
should  be  opposite  that  of  the  other,  otherwise  too  much 
paring  may  be  done  on  one  side,  or  the  stitches  may  not 
be  put  in  evenly. 

When  the  labia  are  well  separated,  the  rectocele  will 
be  seen  to  bulge  forward  more  or  less  between  them,  and 
the  operator  seizes  hold  of  the  mucous  membrane,  in  the 
middle  line,  with  the  long  artery  forceps  fairly  well  up  on 
the  rectocele.  He  then  draws  this  part  of  the  posterior  wall 
forwards  and  up  to  the  most  anterior  of  the  caruncube.  If 
this  point  comes  up  easily,  leaving  the  vaginal  wall,  from  it 
to  the  cervix,  neither  too  tight  nor  too  loose,  he  cuts  out  the 
small  piece  of  mucous  membrane  held  in  the  forceps,  to  serve 
as  a guide  later  to  the  highest  point  to  which  the  removal  of 
the  mucous  membrane  will  have  to  be  made.  Should  the 
vaginal  wall  appear  to  be  too  tight,  he  moves  the  forceps  to 
nearer  the  outside,  or  if  too  loose,  to  nearer  the  cervix. 

We  have  now  got  three  fixed  points : the  anterior,  or,  as 
viewed  by  the  operator,  the  highest  of  the  carunculte,  right 
and  left ; and  the  small  wound  on  the  wall. 

The  whole  of  the  mucous  membrane  is  to  be  removed 
from  the  posterior  vaginal  wall  mapped  out  by  these  three 
points ; but  if  this  were  all,  the  angle  stretching  down  from 
the  top  of  the  rectocele  would  be  an  acute  one.  Instead  of 
that,  the  surface  must  be  cut  away  in  such  a wide  curve,  on 
both  sides,  as  almost  to  flatten  out  the  angle  completely,  as 
seen  in  Fig.  41. 

Before  the  denudation  is  commenced,  separate  the  Clover 
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crutch  as  far  as  possible,  and  fix  it  in  that  position.  While 
the  assistants  draw  back  the  labia,  the  operator  picks  up  the 
caruncle  on  his  right  with 
the  artery  forceps,  or  any 
similar  instrument  he  is 
accustomed  to  use,  and, 
holding  it  in  his  left  hand, 
he  cuts  off  a strip  of  tissue 
from  right  to  left  with  the 
right-hand  scissors,  as  thin  as 
he  conveniently  can,  though 
this  is  not  of  much  import- 
ance, and  taking  for  his 
outer  edge  the  junction  of 
skin  and  mucous  membrane. 

The  second  strip  can  be 
made  in  the  reverse  direc- 
tion with  the  left  - hand 
scissors,  and  so  on  backwards  and  forwards,  taking  off  the 
whole  in  one  long  strip ; or,  what  is  to  many  easier,  he  may 
cut  always  from  right  and  left,  cutting  off  each  strip  as  it 
is  made.  The  denudation  must  be  continued  until  the  guide, 
the  hole  in  the  mucous  membrane,  has  been  reached. 

While  this  is  being  done,  catch  forceps  should  be  placed 
on  every  bleeding  vessel.  When  the  whole  surface  has  been 
removed,  or  sooner  if  more  convenient,  the  vessels  are  to  be 
tied  with  fine  catgut.  This  may  seem  an  unnecessary  pro- 
ceeding to  many,  but  it  is  worth  the  trouble  to  avoid  even 
one  case  of  haemorrhage  in  a lifetime.  To  avoid  being  sent 
for,  perhaps  in  the  night,  for  bleeding  which  will  not  sto.p,  to 
have  to  give  an  anaesthetic,  and  undo  the  stitches,  and  look 
for  the  bleeding  vessel  or  vessels,  and  to  put  the  stitches 
in  again,  is  a trouble  well  worth  avoiding,  without  speaking 
of  the  eventual  partially  successful  result  which  remains  in 
evidence  of  bad  surgery.  Even  should  there  not  be  primary 
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Fig.  41. — Operation  for  repair  of  a rup- 
tured periiueum.  A,  anterior  caruncle, 
on  operator’s  right,  and  point  of 
entrance  of  last  stitch  ; B,  anterior 
caruncle,  on  operator’s  left,  and  point 
of  exit  of  last  stitch  ; C,  top  of  the 
rectocele  ; D,  point  of  entrance  of  first 
stitch  ; E,  point  of  exit  of  first  stitch  ; 
H G,  position  of  sulci  on  each  side  of 
the  rectum  ; I,  anus. 
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haemorrhage,  results  will  be  better  when  the  stitches  have  not 
been  tied  until  bleeding  has  ceased.  The  tissue  is  sometimes 
very  vascular : as  many  as  fifty  or  sixty  bleeding  points  have 
been  tied  in  one  case.  For  general  oozing,  a sponge  wrung 
out  of  very  hot  water  is  to  be  pressed  against  the  bleeding 
surface.  To  stop  such  oozing,  this  is  sufficient ; it  will  also 
check,  at  least  for  a time,  larger  vessels ; but  as  these  may 
bleed  later,  it  is  better  to  tie.  It  might  be  thought  from 
this  description  that  primary  haemorrhage  was  common  after 
this  operation.  This  is  not  so,  and  it  is  to  avoid  the  trouble 
in  the  exceptional  case  that  every  care  should  be  taken  with 
all. 

When  the  bleeding  has  ceased,  and  the  surface  has  been 
carefully  inspected  to  ensure  that  no  piece  of  mucous  mem- 
brane has  been  left  behind,  the  stitches  can  be  put  in.  The 
large  full-curved  needles  are  on  the  whole  to  be  preferred 
to  the  straight  ones,  and  silk  is  the  best  material  to  employ 
for  the  sutures.  The  curved  needle,  threaded  with  a long 
piece  of  the  silk,  is  to  be  grasped  in  the  needle-holder,  and 
the  point  is  to  be  inserted  into  sound  tissue,  not  more  than 
one  line  from  the  cut  edge  at  the  point  D (Fig.  41).  It  is 
to  be  passed  deeply,  at  first  towards  the  operator’s  right,  as  if 
it  were  being  sunk  into  the  left  buttock,  then  curving  round 
and  towards  the  left,  it  passes,  still  concealed  in  the  tissues, 
in  front  of  the  rectum,  and  then  deeply  into  the  right 
buttock,  being  brought  out  opposite  -where  it  entered  at  E, 
and,  as  on  entering,  close  to  the  cut  edge. 

Now  comes  the  question,  Should  the  left  forefinger  be 
passed  into  the  rectum  to  assist  in  the  passage  of  the  needle  ? 
Theoretically  it  should  not;  practically,  the  writer  lias  no 
hesitation  in  saying  that  it  is  often  a great  convenience,  and 
that  he  makes  use  of  the  assistance  to  be  derived  from  so 
doing.  Having  the  needle  thoroughly  under  control  in  the 
right  hand,  and  with  the  leverage  the  needle-holder  gives, 
one  can,  by  manipulating  the  tissues  between  the  vagina  and 
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rectum  with  the  thumb  and  forefinger  of  the  left  hand,  direct 
the  needle  in  any  direction  that  may  be  desired.  In  the 
writer’s  opinion,  it  is  essential  to  place  the  stitches  deeply 
if  the  full  benefits  that  may  be  derived  from  the  operation 
are  to  be  obtained. 

Some  six  or  eight  stiches  will  be  required : the  first  has 
been  passed  from  D to  E,  and  the  last  has  to  be  got  from  A 
to  B,  running  buried  in  the  tissues  immediately  below  the  cut 
edge.  The  remaining  stitches  have  to  be  put  in  between  A 
and  D.  As  the  distance  from  A to  D will  be  not  more  than 
1 in.  or  in.,  and  from  C to  F 3,  4,  or  5 in.,  it  will  be  seen 
that  the  intermediate  stiches  must  curve  upwards  and  then 
downwards  in  their  passage  through  the  tissues.  When  the 
first  stitch  has  been  passed,  knot  together  the  two  ends  witli 
a slip-knot,  making  a loop  of  6 or  8 in.  in  circumference. 
The  second  stitch  commences  a bare  quarter  of  an  inch 
above  D,  comes  out  at  a corresponding  point  opposite,  and,  as 
with  the  first  and  all  the  others,  as  close  to  the  cut  edge 
as  possible.  The  second  stitch  must  take  a deeper  hold 
than  the  first,  and  so  on,  each  one  being  inserted  at  the  sides 
more  deeply  than  the  one  before,  till  the  last  is  passed. 
While  the  first  one  or  two  may  be  passed,  and  deeply  enough, 
from  side  to  side  at  one  sweep,  it  will  be  necessary  with 
the  others  to  bring  the  needle  out,  and  reinsert  it  at  the 
point  of  exit.  If  this  is  not  done,  it  is  impossible  to  take  a 
sufficiently  firm  hold  of  the  tissues  on  the  left  side,  and  at 
the  same  time  to  bring  the  needle  out  close  to  the  cut  edge, 
there  is  a deep  sulcus  on  both  sides  in  the  position  marked 
by  the  letters  G and  H,  and  behind  these  the  needle  must 
be  taken.  This  is  the  most  difficult  part  of  the  whole 
operation : it  is  also  perhaps  the  most  important ; for  if 
the  needle  is  brought  out  without  going  deeply  behind  the 
sulcus  H,  passed  through  the  tissues  in  front  of  the  rectum, 
and  then  through  the  left  side  of  the  wound,  leaving  out 
the  sulcus  G,  a satisfactory  perimcum  will  not  have  been 
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made.  While  passing  in  front  of  the  rectum,  the  more 
superficial  the  stitch  can  be  the  better,  as  the  nearer  it  is 
taken  to  the  rectum,  the  worse,  as  a rule,  will  be  the 
subsequent  pain.  Sometimes  it  simplifies  matters,  while 
putting  in  the  last  two  or  three  stitches,  to  bring  the  needle 
out  as  soon  as  it  has  got  round  the  sulcus  H,  to  reinsert  it  at 
the  same  spot,  to  pass  in  front  of  the  rectum,  and  bring  it 
out  again  before  going  deeply  into  the  tissue  behind  the 
sulcus  G on  the  left  side, — that  is,  the  operator’s  left,  but  the 
patient’s  right  (Fig.  42).  A loop  is  made  by  tying  the  ends  of 
each  stitch  as  soon  as  it  has  been  put  in.  The  object  of  doing 
this  is  simply  to  prevent  the  loose  ends  getting  in  the  way, 
and  also  not  to  run  the  risk  of  pulling  out  a stitch 

accidentally. 

The  next  stage  in  the  opera- 
tion is  to  give  the  loops  over 
to  the  assistant  and  to  thoroughly 

Fig.  42. — Direction  needle  takes  stretch  the  Sphincter  muscle. 

m last  lew  stitches,  showing  'When  this  is  well  done,  it  saves 
temporary  points  of  exit  at  M . 

an(j  the  patient  a great  deal  or  pain 

and  discomfort  in  the  first  few 
days  after  the  operation.  Wash  the  hands,  while  the  assist- 
ant brings  the  crutch  as  near  together  as  it  will  go,  to  prevent 
tension  while  the  stitches  are  being  tied.  This  is  usually 
sufficient,  but  occasionally  it  may  be  necessary  to  take  off  the 
crutch  and  bring  the  knees  close  together. 

Tie  the  stitches,  beginning  with  the  one  nearest  the  rectum, 
and  being  careful  to  see  that  no  clot  is  left  in  the  wound. 
Pull  out  the  knot  of  the  loop,  the  assistant  meanwhile 
holding  the  others  out  of  the  way  and  sponging  if  necessary, 
and  tie  with  a slip-knot,  bringing  the  edges  neatly  together. 
Now  will  be  seen  the  advantage  of  putting  in  and  taking 
out  the  needle  close  to  the  cut  edge,  as  there  will  be  no 
puckering. 

When  all  the  stitches  have  been  tied,  it  will  be  seen  if 
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they  are  too  tight  or  too  loose.  If  any  are  not  light,  they 
can  easily  be  altered,  as  they  have  been  tied  with  a slip-knot, 
and  frequently  they  will  require  tightening , after  which  a 
third  tie  prevents  all  risk  of  slipping,  after  the  patient  has 
been  put  back  to  bed.  Any  gaping  of  the  wound  between  the 
stitches  is  an  unmistakable  evidence  of  bad  surgery. 

If  a small  Sims  speculum,  used  as  a retractor,  be 
inserted  into  the  vagina,  and  drawn  upwards  against  the 
anterior  vaginal  wall,  it  will  be  seen  if  the  edges  of  the 
wound  in  the  vagina  are  in  apposition.  Probably  they  will 
not  be  found  to  be  lying  closely  together,  and  two  or  three 
catgut  stitches  or  a continuous  catgut  suture  can  be  put  in. 
This  can  be  easily  managed  with  a one-inch  curved  needle 
in  the  holder,  catching  up  the  edges  of  the  wound  with  a 
tenaculum  as  the  needle  is  being  pushed  through. 

Before  the  speculum  is  removed,  a sponge  on  a holder 
is  to  be  passed  into  the  vagina  to  clear  away  any  blood 
which  may  have  lodged  there. 

The  ends  of  the  stitches  are  cut  off,  the  wound  is 
smeared  with  some  carbolised  vaseline,  the  crutch  is  removed, 
if  this  has  not  been  already  done,  and  the  patient  is  put  back 
to  bed,  after  a morphia  suppository  has  been  inserted  far  up 
into  the  rectum.  It  is  not  necessary  to  draw  off  the  water. 

After-treatment : the  patient  must  be  kept  lying  in  bed 
for  two  weeks,  and  it  is  well  to  lightly  bandage  the  knees 
together  for  the  first  few  days,  more  to  prevent  the  patient 
tumbling  about  very  much,  than  from  fear  that  she  will 
separate  the  legs  so  far  as  to  injure  the  healing  process. 

Before  trying  to  pass  water,  the  nurse  must  smear  the 
wound  every  time  with  the  carbolised  vaseline.  Some,  may 
prefer  that  the  catheter  should  be  passed  for  the  first  forty- 
eight  hours  or  so,  and  while  there  is  no  very  great  objection 
to  doing  this,  it  is  unnecessary.  The  old-fashioned  metal 
catheter  is  the  most  convenient,  but  it  not  often  seen  now  ; 
but  whatever  kind  of  a one  is  used,  it  should  have  a piece 
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of  indiarubber  tubing  attached.  This  is  passed  under  the 
knee  and  conducts  the  water  to  a vessel  on  the  floor.  After 
forty-eight  hours  there  is  no  longer  any  possibility  of  injury 
resulting  from  urine  coming  over  the  wound. 

Morphia  suppositories  or  morphia  hypodermically  will 
often  have  to  be  given  for  the  first  few  days,  or  even  until 
the  stitches  have  been  taken  out.  Most  people  will  allow 
that  the  judicious  use  of  morphia  is  good,  and  the  writer  is 
strongly  of  opinion  that  it  is  judicious  to  give  relief  after 
this  operation  when  there  is  much  pain. 

One  and  a half  to  two  tablespoonfuls  of  good  castor-oil 
are  to  be  given  on  the  third  night  or  early  next  morning, 
and  the  bowels  ought  to  be  moved  again  every  second  day. 
On  the  eighth  day  the  stitches  have  to  be  removed.  This  is 
most  easily  done  in  bed,  with  the  patient  lying  close  to  the 
edge,  and  on  her  left  side.  A good  light  is  essential.  This 
proceeding  is  always  a painful  one,  because  the  ends  of  each 
stitch  have  to  be  caught  with  forceps,  and  drawn  on  to  make 
sure  that  the  suture  is  divided  beyond  the  knot,  and  on  one 
side  of  the  loop  only.  It  is  this  pulling  up  that  hurts,  and 
the  outward  application  of  cocaine  is  of  no  avail  in  easing 
the  pain.  Take  hold  of  one  or  both  ends  of  the  stitch 
nearest  the  rectum  with  catch  forceps ; if  necessary,  wipe 
away  any  moisture  there  may  be ; draw  lightly  on  the 
forceps ; and  as  soon  as  the  knot  is  distinctly  seen,  cut  one 
side  of  the  loop  beyond  it  with  delicate,  sharp-pointed 
scissors.  As  soon  as  the  loop  is  cut,  withdraw  the  stitch. 
Cut  and  withdraw  each  in  turn  until  the  most  anterior  one 
is  reached.  If  by  any  chance  there  is  any  gaping  of  the 
wound,  leave  the  last  stitch  in  for  some  days  longer,  for  so 
long  as  it  holds,  the  rest  of  the  wound  may  heal  by 
granulation.  The  writer’s  experience  is  that  these  wounds 
always  heal  well,  and  he  has  never  found  it  necessary  to 
leave  this  stitch  in  position  longer  than  the  others.  So  much 
relief  is  experienced  as  soon  as  all  the  stitches  have  been 
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taken  out,  that  it  is  a safe  precaution  to  put  the  bandage  on 
the  knees  for  a day  or  two.  As  long  as  the  stitches  are  in 
there  is  usually  pain ; and  the  wider  the  tear,  and  the 
consequent  greater  dragging  together  of  the  tissues,  the  more 
pain  is  there  likely  to  be.  On  one  occasion  the  pain  was  so 
severe  that  the  writer  had  to  remove  some  of  the  stitches  on 
the  third,  and  the  remainder  on  the  fifth  day. 

O11  no  account  dress  the  wound : any  kind  of  dressing  or 
bandaging  keeps  the  wound  moist  and  warm  ; it  does  no  good, 
aud  while  it  certainly  makes  the  patient  uncomfortable,  it  in 
all  probability  prevents  the  wound  from  healing,  and  favours 
suppuration. 

The  popular  and  easy  operation  is  the  flap-splitting  one 
known  as  Tait’s,  or  some  of  its  modifications.  Its  supposed 
advantages,  in  addition  to  the  minor  one  of  being  easily 
performed,  are,  that  little  or  no  tissue  is  removed,  and  that 
no  scar  is  left  in  the  middle  line  of  the  vagina,  as  in  the 
operation  described.  The  disadvantage  is,  that  although  the 
perinseum  looks  a very  good  one,  it  does  not  give  the  support 
which  is  obtained  by  the  other. 

There  is  no  advantage  in  not  removing  any  tissue  : usually 
there  is  more  or  less  redundancy,  usually  more, — in  one  case, 
indeed,  the  writer  operated  successfully  on  a patient  where 
five  previous  attempts  had  been  made,  and  yet  there  was 
plenty  of  tissue.  The  second  objection,  that  a scar  is  left, 
is  of  no  importance,  when  all  that  there  is,  is  a simple,  soft, 
linear  cicatrix ; and  this  can  always  be  ensured  by  putting 
the  stitches  into  the  vagina.  The  disadvantage,  that  the 
perimeum  is  not  a satisfactory  one,  overrides  any  and  every 
possible  advantage.  Certainly  a fair  perimeum  can  be  made, 
but  not  as  good  a one  as  ought  to  be  made. 

When  an  operation  has  to  be  performed  when  the 
sphincter  muscle  has  been  torn  through,  it  is  essential  that 
the  ends  of  the  muscle  be  brought  together,  as  otherwise  the 
patient  will  rightly  consider  the  operation  a failure,  no  matter 
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how  perfect  a perinceum  may  liave  l)een  made.  The  loss  of  con- 
trol over  the  bowel  is  a terrible  misfortune  to  any  woman.  She 
never  feels  safe,  never  knows  when  an  accident  may  happen, 
and  is  often  a very  miserable,  if  not  a melancholic,  woman. 

The  operation  differs  in  a few  details  only  from  the  one 
already  described,  and  no  special  instruments  are  required. 
The  patient  is  placed  on  the  table,  fixed  in  position  by  the 
crutch,  and  by  pressing  with  the  finger  on  each  side  of  what 
remains  of  the  anal  canal,  the  two  ends  of  the  muscle  will  be 
easily  felt.  It  will  be  found  that  this  muscle,  previously  a 
circular  one,  has  on  division  become  a straight,  and  conse- 
quently a useless  one.  The  two  ends  have  to  be  brought 
closely  together,  and  of  course  this  will  do  no  good  unless 
raw  surfaces  be  brought  into  apposition.  The  guiding  piece 
of  mucous  surface  is  to  be  removed  from  the  vaginal  wall. 
One  can  hardly  say  from  the  top  of  the  rectocele,  because 
there  is  seldom  any  redundancy  of  the  posterior  wall  when 
the  muscle  is  torn.  Instead  of  beginning  to  pare  at  the 
most  anterior  caruncule,  begin  over  the  end  of  the  muscle 
on  the  operator’s  right,  remove  with  scissors  the  skin  over  it, 
and  continue  the  paring  along  the  edge  where  the  rectal  and 
vaginal  surfaces  come  together,  removing  the  tissue  quite  to 
the  edge  of  the  rectal  mucous  membrane,  but  not  injuring  it. 
The  end  of  this  strip  must  correspond  exactly  with  where  it 
began,  being  over  the  other  end  of  the  muscle.  All  scar 
tissue  must  be  removed.  The  steps  of  the  operation  now 
exactly  resemble  those  described  in  the  previous  operation, 
until  it  comes  to  the  introduction  of  the  stitches.  The  first 
is  to  be  put  in  immediately  outside  where  the  first  strip  of 
tissue  was  removed  over  one  end  of  the  sphincter,  and  must 
be  buried  in  its  whole  course  in  the  tissues  between  the 
vagina  and  rectum,  and  as  close  as  possible  to  the  edge 
(Fig.  43).  As  soon  as  this  stitch  has  been  passed,  it  should 
be  drawn  together,  to  bring  the  tissues  into  the  position  they 
would  be  in  were  the  stitch  tied.  If  the  little  finger  can 
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now  be  got  into  the  rectum  only  with  difficulty,  one  may  be 
sure  that  this  stitch,  the  most  important  of  all,  has  been 
properly  placed.  Should  the 
finger  go  in  easily,  a successful 
result  is  unlikely,  and  what 
has  been  done  is  either  that 
the  stitch  has  not  been  put 
in  far  enough  back,  or  that 
the  tissue  over  the  ends  of 
the  muscle  has  not  been 
sufficiently  removed.  Com- 
paring the  tightness  which  is 
necessary  with  that  of  a nor- 
mal sphincter  ani,  one  might 
be  inclined  to  think  that  the 
amount  of  tightness  described 
was  not  necessary,  and  would 
give  trouble  afterwards.  But 
the  reason  is  simple : when  the  muscle  has  been  torn  through, 
it  shrinks ; and  as  it  is  not  used,  it  goes  on  getting  smaller. 
The  muscle  which  is  brought  together  by  the  operation  is 
consequently  not  nearly  long  enough,  but  quickly  stretches 
with  use.  There  is  very  little  fear  of  making  the  anus  too 
small,  but  there  is  a great  risk  of  making  it  too  large ; for 
then  the  muscle  will  not  be  properly  joined,  and  the  result 
will  be  that  proper  control  will  never  be  regained. 

If  this  first  stitch  is  right,  go  on  with  the  others  exactly 
as  if  the  rectum  had  not  been  injured.  If  it  is  not,  get  a 
stitch  farther  back  if  there  is  room,  or,  if  not,  first  remove 
some  tissue  on  both  sides,  and  get  in  a stitch  which  will 
make  the  anal  opening  tight.  It  can  hardly  be  impressed 
too  much,  that  an  anal  canal  made  of  natural  size  means 
a partial,  probably  a complete,  failure  of  the  operation,  and 
that  a tight  canal  soon  stretches. 

It  naturally  follows  from  the  reason  given  above,  that  a 
6 


Fig.  43. — Perinseal  operation  through 
sphincter.  A,  anterior  caruncle,  on 
operator’s  right,  and  point  of  entrance 
of  last  stitch  ; B,  anterior  caruncle, 
on  operator’s  left,  and  point  of  exit 
of  last  stitch ; 0,  upper  limit  of 
denudation  on  posterior  wall ; D, 
point  of  entrance  of  first  stitch  ; E, 
point  of  exit  of  first  stitch  ; H G, 
position  of  sulci  on  each  side  of 
rectum  ; I,  anus. 
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tear  into  the  rectum,  which  is  sewn  up  immediately  after  a con- 
finement, does  not  require  to  have  the  canal  made  much  tighter 
than  natural,  because  the  muscle  has  not  had  time  to  contract. 

Before  the  patient  is  put  back  to  bed,  draw  off  the 
water,  and  let  the  nurse  who  is  to  have  charge  of  the  case 
see  exactly  where  the  orifice  of  the  urethra  is,  in  relation  to 
the  now  repaired  perintciun. 

The  after-treatment  is  identical  with  that  described  when 
the  operation  does  not  involve  the  sphincter,  except  that  the 
water  must  be  drawn  off  for  the  first  two  to  four  days. 

When  the  anus  has  been  as  tightly  closed  as  has  been 
described,  there  is  sometimes  difficulty  with  flatulence,  which 
is  unable  to  pass  away.  To  give  relief,  a glass  tube  should 
be  passed  into  the  rectum  occasionally.  If  the  nurse  is  not 
experienced  in  such  cases,  the  surgeon  ought  to  put  it  in 
himself ; for  if  he  has  not  put  in  his  stitches  closely  enough 
together,  the  tube  may  be  passed  between  them.  Even  if 
this  has  not  been  done,  and  the  muscle  does  not  heal  well, 
the  nurse  may  get  the  blame,  and  this  is  not  fair. 

When  the  stitches  have  been  removed  on  the  eighth  day, 
— and  it  must  be  arranged  that  the  bowels  have  been  moved 
on  the  morning  that  this  is  done,  so  that  there  may  be  two 
days’  rest,  and  further  firming  of  the  wound,  before  they  have 
to  be  again  opened, — the  patient  will  very  naturally  desire  to 
know  if  the  muscle  has  healed.  No  attempt  must  be  made 
to  answer  this  question : to  pass  a finger  into  the  rectum  is 
simply  to  court  disaster,  and  the  patient  must  wait  until  the 
bowels  move  again  before  she  can  tell  if  the  result  is 
successful  or  not.  Sometimes  the  muscle  may  take  several 
months  to  get  quite  strong ; though,  as  a rule,  complete  con- 
trol is  obtained  at  once.  When  the  muscle  has  been  torn, 
and  has  not  been  sewn  up  immediately,  as  is  the  proper  thing 
to  do,  the  operation  ought  not  to  be  performed  for  about  two 
months, — until,  in  other  words,  the  uterus  and  the  pelvic 
tissues  generally  have  gone  back  to  their  proper  condition. 


CHAPTER  XI. 


ALEXANDER’S  OPERATION  ON  THE  ROUND 
LIGAMENTS. 

This  operation  is  comparatively  a simple  one,  though  at  first 
one  may  have  difficulty  in  finding  the  ends  of  the  ligaments. 
The  preparation  consists  in  clearing  out  the  bowels,  and  in 
shaving  the  pubes. 

The  instruments,  etc.,  required  are : a bistoury  or  scalpel, 
a pair  of  dissecting  forceps,  scissors,  several  pairs  of  catch 
forceps,  an  aneurism  needle,  silk,  catgut,  a curved  needle,  a 
dressing,  a sound,  a suitable  pessary,  and  lotion. 

The  operation  is  performed  in  the  following  way : The 
patient  is  anaesthetised,  and  a short  incision  is  made  through 
the  skin  from  the  spine  of  the  pubes  upwards  and  outwards 
in  the  direction  of  the  inguinal  canal.  The  spine  can  be 
easily  found  by  abducting  the  thigh,  and  tracing  the  now 
tense  tendon  of  the  abductor  longus  up  to  it.  If  the  patient 
is  fat,  pick  up  the  subcutaneous  tissue  on  each  side  of  the 
wound  with  catch  forceps  and  cut  between,  till  the  tendon  of 
the  external  oblique  is  seen.  If  she  is  thin,  the  first  cut  will 
probably  expose  it.  Now  look  for  the  external  abdominal 
ring,  immediately  above  the  pubic  spine,  to  be  detected  by 
the  oblique  fibres  which  cross  it,  and  a little  piece  of  fat 
which  will  be  seen  at  the  inner  end.  Divide  the  fibres  over 
the  ring,  and  immediately  below  will  be  found  the  end  of 
the  round  ligament,  embedded  more  or  less  in  fat.  If  the 
round  ligament  is  seen,  take  hold  of  it  with  catch  forceps, 
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— not  ordinary  ones,  but  with  a pair  which  will  hold  the 
ligament  lightly.  If  the  ligament  cannot  be  picked  up  at 
once,  pass  an  aneurism  needle  under  all  of  the  fat,  and  then 
find  the  ligament  in  this  fat  with  the  finger  and  thumb. 
Dissect  it  out,  cutting  away  the  nerve,  and  catch  with  the 
forceps.  Holding  the  forceps  with  one  hand,  gently  draw  on 
the  ligament.  At  first  it  will  probably  not  run,  and  any 
connections  will  have  to  be  carefully  severed  with  scissors. 
As  soon  as  the  ligament  does  draw  out  easily,  expose  the 
one  on  the  other  side  in  exactly  the  same  manner,  but  do 
not  take  the  forceps  off  the  one  already  found.  As  soon  as 
both  ligaments  run  easily,  the  assistant  passes  a sound  into 
the  uterus,  and  pushes  it  up  against  the  abdominal  wall  in 
front.  He  must  keep  the  uterus  in  this  position  while  the 
operator  draws  out  as  much  of  the  ligaments  as  will  come, 
without  using  force,  and  stitches  them  to  the  pillars  of  the 
external  abdominal  ring.  A second  assistant  holds  the  two 
forceps  on  the  ligaments  while  the  surgeon  passes  one  or 
two  stitches  on  each  side.  A good  material  to  use  is  fine 
silk,  which  has  been  lying  for  days  in  a 1 in  20  solution  of 
carbolic  acid.  It  is  passed  from  one  side  through  the  skin 
and  subcutaneous  tissue,  one  pillar  of  the  ring,  the  ligament, 
the  other  pillar,  and  the  subcutaneous  tissue  and  skin  on 
the  opposite  side.  The  stitches  are  tied,  the  ends  of  the 
ligaments  are  cut  off,  the  wounds  are  closed,  and  an  anti- 
septic dressing  is  put  on.  The  sound  is  to  be  taken  out,  and 
a pessary,  preferably  a ring,  is  put  in,  as  soon  as  the  ligaments 
have  been  tied  to  the  pillars  of  the  ring. 

This  is  the  operation  for  prolapse.  It  is  also  used,  and  is 
most  recommended  by  its  inventor,  for  backward  displacements 
where  there  are  no  adhesions ; but,  as  a rule,  these  can  be 
cured  with  a pessary.  Two  common  fallacies  at  the  present 
day  are— that  a backward  displacement  never  does  a woman 
any  harm;  and,  secondly,  that  they  cannot  be  cured  with  a 
pessary.  I3y  cure  is  meant  that  the  pessary  is  used  in  the 
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same  way  as  a splint  or  bandage  after  a dislocation — for  a 
a time  only,  and  not  for  always.  There  is  no  cure  unless 
the  pessary  can  be  dispensed  with. 

The  after-treatment  consists  in  keeping  the  patient  in  bed 
for  three  weeks,  till  the  wounds  are  firmly  healed,  and  in  the 
administration  of  morphia  when  required.  The  pessary  can 
be  taken  out  after  the  patient  has  been  going  about  for  some 
weeks.  It  is  as  well  not  to  be  in  a hurry  to  do  this. 

When  the  operation  is  performed  for  a backward  dis- 
placement, a properly  curved  Hodge  pessary  should  be  fitted 
while  the  uterus  is  temporarily  placed  in  position  before  the 
operation,  as  the  proper  size  or  shape  cannot  be  known  till 
the  uterus  has  been  replaced.  Dr.  Alexander  recommends 
that  a stem  pessary  be  worn  in  some  cases. 


CHAPTER  XII. 


OPERATION  FOE  VESICO-YAGINAL  AND  RECTO- 
VAGINAL FISTULA! 

At  the  present  day  one  comparatively  seldom  meets  with  a 
case  where  there  is  a communication  between  the  bladder 
and  vagina,  the  result  of  an  accident.  Occasionally  malignant 
disease  may  canse  destruction  of  the  bladder  wall,  but  no 
one  would  think  of  trying  to  close  such  an  opening  unless 
there  were  a prospect  of  removing  the  disease  at  the  same 
time,  and  this  is  not  likely. 

It  will  be  sufficient  to  describe  how  an  ordinary  opening 
is  to  be  closed.  Rare  fistulse,  such  as  an  opening  communi- 
cating with  the  interior  of  the  uterus,  for  example,  can  only 
be  described  by  narrating  special  cases ; and  it  is  unlikely 
that  anyone  would  tackle  such  a case  without  being  so  well 
acquainted  with  all  kinds  of  pelvic  manipulation  as  to  be 
thoroughly  conversant  with  the  subject.  If,  however, 
anyone  who  had  not  had  much  experience  did  wish  to  try 
to  close  a specially  difficult  fistula,  lie  would  require  to  read 
the  account  of  as  many  cases  as  he  could,  and  such  a number 
would  be  beyond  the  limits  of  this  work.  Besides,  the 
writer,  and  probably  all  who  have  begun  practice  in  the  last 
twenty  or  perhaps  thirty  years,  has  not  had  cases  to  illustrate 
all  the  possibilities ; and  an  operation  retailed  at  second 
hand  is  seldom  retailed  well.  So,  while  they  would  take  up 
much  space,  they  would  not  he  of  interest  to  many. 

The  preparation  for  the  operation  may  take  some  time, 
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as  it  is  imperative  that  the  edges  of  the  opening  be  got  into 
a healthy  condition.  Unless  the  patient  has  been  able  to 
keep  herself  most  scrupulously  clean,  the  edges  of  the  opening 
will  be  hard  and  excoriated.  The  vagina,  vulva,  and  inside 
of  the  thighs  will  also  be  in  an  unhealthy  state,  varying  from 
simple  excoriation  to  deep  ulceration.  The  treatment  will 
consist  in  the  removal  of  as  much  of  the  phosphatic  deposit 
as  can  be  managed  without  causing  bleeding,  either  by 
picking  it  carefully  off  with  forceps,  or  wiping  it  away  with 
a soft  piece  of  sponge.  After  this  has  been  done,  prolonged 
sitz  baths,  either  of  plain  hot  or  boracic  water,  and  warm 
douches  several  times  a day,  must  be  given.  Indeed,  the 
patient  must  entirely  give  herself  up  to  soaking  that  part  of 
her  body  in  warm  water.  Between  the  bathings,  a soft 
ointment,  with  lanoline  for  the  base,  must  be  freely  used. 
The  bowels  also  must  be  attended  too  most  carefully. 

The  best  time  to  perform  the  operation  is  from  five  to 
ten  days  after  a menstrual  period  is  over,  to  give  time  for 
the  wound  to  heal,  and  the  stitches  to  be  taken  out,  before 
another  one  makes  its  appearance. 

The  instruments  required  are : a Sims  speculum,  several 
single  tenaculce,  Cleveland’s  curved  pointed  scissors,  sponges 
and  holders,  needle  forceps,  short  straight  or  short  curved 
needles,  prepared  silk,  catheters. 

The  usual  three  assistants  are  required. 

The  patient  is  anaesthetised,  and  is  placed  on  the  table 
in  the  proper  position.  Having  passed  the  speculum,  the 
operation  can  be  at  once  commenced,  as  the  antiseptic 
washing  and  douching  will  have  made  the  vagina  as  clean  as 
is  possible,  and,  fortunately  also,  as  there  is  any  need  for. 
It  will  depend  on  the  shape  and  position  of  the  opening 
exactly  how  the  operation  will  be  carried  out ; but  the 
general  principle,  which  must  never  he  forgotten,  is  that,  no 
matter  what  is  the  shape  of  the  opening  or  in  what  direction 
it  may  be,  the  line  of  union  must  be  made,  if  in  any  way 
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possible,  parallel  to  the  axis  of  the  vagina.  If  this  is  not 
possible,  it  must  he  made  across  it,  hut  under  no  circum- 
stances must  it  he  made  diagonally.  As  the  opening  has 
been  caused  by  a destruction  of  tissue  to  a larger  or  smaller 
extent,  the  edges  will  he  seen  not  to  lie  together,  hut  will  he 
gaping.  If  the  edges  of  a more  or  less  circular  opening  were 
brought  together,  it  would  be  seen  that  there  would  lie 
puckering  at  both  ends,  and  that  the  edges  would  not  lie  in 
close  apposition  along  their  whole  length.  To  rectify  this, 
the  round  opening  must  he  made  into  an  oval  one  (Fig.  44), 
by  removing  the  tissue  within  the  outside  lines.  From  this 
diagram  it  will  he  at  once  seen,  that  when 
the  opening  represented  by  the  outside  lines 
is  brought  together,  the  sides  will  come  into 
apposition  evenly,  and  that  there  need  lie  no 
puckering,  thus  avoiding  the  risk  of  a small 
fistulous  opening  at  each  end. 

To  come  back  to  the  steps  of  the  opera- 
tion : pick  up  the  nearest  part  of  the  edge 
on  the  lowest  part  of  the  opening,  either 
with  a single  tenaculum  or  with  the  long 
artery  forceps,  and  cut  off  with  the  scissors 
the  whole  thickness  of  the  wall,  excepting  the  lining  of  the 
bladder,  but  including,  and  this  is  most  important,  all  hard 
tissue  between  the  bladder  and  the  vagina.  If  the  lining  of 
the  bladder  is  cut  all  round  or  here  and  there,  it  is  not  of  vital 
importance.  Follow  the  diagram  to  as  great  or  as  little  extent 
as  is  necessary  to  get  the  ends  of  the  opening  to  lie  nicely 
together.  Bleeding  may  be  free,  especially  if  the  lining  of 
the  bladder  is  injured,  but  the  assistant,  by  constantly 
sponging,  will  keep  the  view  clear.  The  removal  of  the 
strip  of  tissue  should  be  done  in  a somewhat  slanting 
manner,  so  that,  by  taking  away  rather  more  on  the  vaginal 
than  on  the  bladder  side,  there  will  be  a broader  surface  to 
come  together,  and  consequently  a better  chance  of  healing. 


Fig.  44. — Vesico- 
vaginal fistula. 
A,  Fistula  ; B B, 
tissue  to  be  re- 
moved. 
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While  the  assistant  sponges,  examine  the  edge  of  the  opening 
with  very  great  care,  to  make  absolutely  certain  that  no 
part  has  been  left  behind.  A morsel,  no  matter  how  small 
a one,  would  prevent  the  wound  healing  at  that  point,  and 
consequent  complete  failure  of  the  operation. 

Fine  silk  is  the  best  material  to  employ  for  the  sutures. 
The  tissue  is  soft ; it  is  therefore  not  necessary  to  have  very 
strong  needles,  and  they  should  be  only  thick  enough  to 
allow  the  eye  to  carry  the  silk.  They  may  be  either  straight 
or  curved,  the  former  being  the  more  easy  to  manipulate. 
Even  when  the  opening  is  a small  one,  it  is  best  to  put  the 
first  stitch  in  at  the  centre  of  the  opening;  and  if  it  be 
about  a couple  of  inches  long,  a second  and  third  stitch 
should  be  put  in  at  the  centre  of  each  half.  This  ensures 
that  the  edges  will  be  brought  together  evenly.  The  needle 
is  fixed  in  the  holder.  With  the  left  hand  the  operator 
picks  up  the  tissue  on  the  upper  side  of  the  wound  with  a 
tenaculum,  and  passes  the  needle  through  the  thickness 
between  the  vagina  and  bladder,  entering  the  needle  not 
more  than  a line  from  the  cut  edge,  and  bringing  it  out  close 
to  the  bladder,  but  without  taking  up  the  lining  membrane. 
He  draws  through  the  needle,  using  the  tenaculum  or  the 
counter-pressure  circle,  and  passes  it  through  the  other  side 
of  the  wound  exactly  opposite.  This  time  the  needle  is 
inserted  in  the  wall  immediately  outside  the  bladder  lining, 
and  comes  out  through  the  vaginal  mucous  membrane.  If 
the  stitches  are  taken  through  from  the  vagina  into  the 
bladder,  there  is  apt  to  be  a leak  through  one  or  more  of 
the  stitch  holes.  From  six  to  eight  stitches  are  required  to 
the  inch,  and  every  one  must  be  put  in  with  the  greatest 
care  and  exactitude.  When  all  the  stitches  have  been  put 
in,  they  are  to  be  tied  tightly  enough  to  bring  the  edges 
closely  together.  Should  there  be,  at  any  spot,  the  very 
slightest  gaping,  a superficial  stitch  must  bring  the  edges 
exactly  together. 
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The  after-treatment  will  depend  on  the  size  of  the 
bladder  and  of  the  opening.  Naturally,  the  bladder  will 
have  contracted  with  want  of  use,  but  if  the  line  of  union 
is  not  longer  than  about  an  inch,  and  the  bladder  of  fair- 
size,  it  will  be  sufficient  to  pass  a catheter  every  three  or 
four  hours,  but  not  with  a longer  interval  than  four,  until 
the  stitches  have  been  taken  out,  and  for  three  days  after- 
wards. When  the  operation  has  been  a more  extensive  one, 
and  especially  when  the  bladder  is  much  contracted,  it  is  much 
safer  to  leave  in  a catheter  for  the  same  length  of  time. 
The  best  catheter  for  this  purpose  is  Sims’  block-tin  one. 
It  is  6 in.  in  length,  and  can  be  bent  in  any  way.  Its  shape 
must  be  made  so  that  the  inner  part  lies  up  behind  the  pubes, 
being  balanced  on  the  urethra  by  the  part  which  lies  outside. 

To  the  end  of  the  catheter,  especially  when  a patient 
is  very  fat,  a short  piece  of  rubber  tubing  is  sometimes 
attached  for  convenience,  but  it  is  more  difficult  to 
balance  the  catheter  when  this  is  done.  A small  dish  is 
to  be  placed  in  the  bed  below  the  open  end.  It  is  doubtless 
irksome  to  lie  on  the  back  with  the  catheter  in  position,  hut 
a woman  will  go  through  a good  deal  to  get  her  bladder 
repaired.  For  the  first  forty-eight  hours  the  catheter  must 
be  changed  every  six  hours ; after  that,  twice  or  thrice  in 
the  twenty-four  hours  is  sufficient,  and  before  the  week  is 
out,  once  a day  will  probably  be  often  enough.  The  special 
reason  why  it  has  to  be  changed  so  often  is,  that  when  the 
bladder  is  contracted,  the  point  of  the  catheter  may  press 
against  it  and  cause  some  injury. 

The  vagina  should  not  be  syringed  out  unless  there  is  any 
discharge.  When  it  has  to  be  done,  the  surgeon  should  do 
it  himself,  as,  in  the  event  of  the  operation  failing,  it  might 
easily  be  thought  that  the  nurse  had  injured  the  wound 
with  the  nozzle  of  the  douche  or  syringe.  The  bowels 
should  be  moved  with  castor-oil,  and  an  injection  of  olive 
or  castor  oil,  or  glycerine,  not  later  than  the  third  morning. 
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The  stitches  are  to  be  removed  on  the  eighth  day,  and 
ought  not  to  be  looked  at  till  that  time,  unless  there  is  any 
vaginal  discharge.  Should  there  be  any,  the  bed  must  be 
drawn  up  to  the  light,  the  patient  put  in  position,  and  a 
speculum  introduced.  If  any  of  the  stitches  are  seen  to  be 
causing  much  irritation,  the  vagina  should  be  thoroughly  but 
gently  washed  out,  with  an  injection  of  a teaspoonful  each  of 
boracic  acid  and  alum  or  sulphate  of  zinc  to  the  pint,  every 
six  hours.  Next  day  the  wound  must  be  again  looked  at ; 
and  if  any  stitches  still  seem  to  be  setting  up  irritation,  they 
should  be  taken  out,  and  the  syringing  kept  up. 

Should  all  the  stitches  appear  to  be  causing  irritation, 
every  alternate  one  only  should  be  removed. 

The  patient  should  be  kept  in  bed  for  between  two  and 
three  weeks.  When  the  catheter  is  used  so  much,  there  is 
apt  to  be  some  cystitis.  This  will  be  avoided  by  using 
metal  or  glass  catheters,  which  can  be  kept  absolutely  clean, 
by  giving  the  patient  plenty  to  drink,  and  by  the  administra- 
tion of  suitable  remedies,  such  as  boracic  acid,  as  soon  as 
there  is  the  very  slightest  suspicion  of  any  irritation,  or 
odour  in  the  urine. 

Eecto-Vaginal  Fistula. 

An  even  more  uncommon  condition  is  that  of  a recto- 
vaginal fistula.  Before  one  can  think  of  operating  on  one 
of  these  cases,  it  is  necessary  to  satisfy  one’s-self  that  there  is 
no  suspicion  of  syphilis.  Should  there  be  any  such  suspicion, 
it  is  essential  that  the  patient  should  first  undergo  a thorough 
course  of  anti-syphilitic  treatment.  Otherwise  any  operation 
will  certainly  fail. 

When  the  fistula  is  through  any  part  of  the  sphincter 
muscle,  the  operation  to  be  performed  is  almost  exactly 
similar  to  that  described  under  the  head  of  rupture  of  the 
perinpeum  through  the  sphincter,  the  only  differences  being 
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that  the  perinaeum  has  to  be  divided  exactly  in  the  middle 
line  up  to  the  opening,  and  the  edges  of  the  opening  have 
to  be  pared.  The  other  difference  has  been  already  referred 
to ; it  is,  that  the  anal  opening  need  not  he  made  specially 
tight,  as  the  muscle  has  not  had  time  to  become  shortened. 

When  the  opening  is  above  the  muscle,  the  sphincter  need 
not  be  divided.  As  a general  rule,  it  will  be  found  that  the 
opening  is  larger  on  the  vaginal  than  on  the  rectal  side. 
Three  retractors  will  have  to  be  provided,  in  addition  to 
the  instruments  required  for  a vesico-vaginal  fistula  operation. 
The  patient  is  placed  on  the  back,  a Clover  crutch  is 
put  on,  and  opened  to  its  farthest  extent.  The  retractors 
then  open  up  the  vagina — one  on  each  side,  and  one  in  front 
to  press  up  the  anterior  vaginal  wall.  The  remaining  steps 
of  the  operation  resemble  those  described  when  the  opening  is 
between  the  bladder  and  vagina,  the  paring  being  taken  through 
the  thickness  of  the  septum  from  the  vagina  to,  but  not 
through,  the  rectal  mucous  membrane.  The  line  of  union  is 
to  be  made  parallel  to  that  of  the  long  axis  of  the  vagina. 

The  after-treatment  is  identical  with  that  followed  after 
repair  of  the  perinseum ; and  when  it  has  not  been  necessary 
to  divide  the  sphincter,  the  muscle  must  be  thoroughly 
stretched. 


CHAPTER  XIII. 


OPERATION  POR  CYSTITIS  AND  STONE. 

It  may  be  necessary  to  treat  a case  of  cystitis  by  making  an 
opening  into  the  bladder. 

The  instruments  required  for  this  operation  are : a Sims 
speculum,  a sound,  a bistoury,  a pair  of  straight  scissors,  a 
needle-holder  and  short  straight  or  curved  needle,  a tenaculum, 
sponge-holders,  and  sponges. 

The  assistants  are  the  usual  three  : anaesthetist,  assistant, 
and  nurse  for  the  speculum. 

The  patient  is  placed  on  the  table  on  her  right  side, 
instead  of,  as  usual,  on  the  left,  unless  the  surgeon  is 
ambidextrous.  Having  next  exposed  the  anterior  wall  by 
opening  up  the  vagina  with  the  speculum,  pass  a rather 
sharply-curved  sound  into  the  bladder,  and  make  the  point 
project  into  the  anterior  wall,  in  the  middle  line,  and  a good 
half-inch  behind  the  neck  of  the  bladder.  While  the  sound 
is  held  thus  in  the  left  hand,  cut  down  on  the  point  with  a 
sharp  bistoury  at  one  cut,  keeping  up  the  pressure  on  the 
sound  so  that  it  will  project  through  into  the  vagina.  This 
is  the  only  way  to  make  the  opening  that  will  certainly 
ensure  that  the  tissue  between  the  bladder  and  the  vagina 
is  divided  straight  through,  unless  one  has  a specially-made 
pair  of  button-hole  scissors.  Without  withdrawing  the 
sound,  pass  one  blade  of  a pair  of  scissors  into  the  bladder 
through  the  opening,  and  cut  through  the  bladder  wall, 
directly  backwards,  in  the  middle  line,  for  about  f in.  While 
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the  assistant  holds  the  sound,  pass  a stitch,  which  will  join 
together  the  mucous  membrane  of  the  vagina  and  that  of 
the  bladder,  at  the  centre  of  the  wound  on  the  one  side,  and 
then  on  the  other.  As  soon  as  these  stitches  have  been  tied, 
it  will  be  seen  if  others  are  necessary.  Probably  one  on 
each  side  of  the  centre  ones  will  be  required,  because,  when 
it  is  necessary  to  drain  the  bladder  in  this  way,  it  is  better 
to  ensure  that  the  opening  will  be  large  enough.  If  no 
stitches  are  put  in,  the  wound  can  only  be  kept  open  wnth 
the  greatest  difficulty.  The  patient  also  has  to  undergo  an 
unnecessary  amount  of  pain. 

After  this  operation,  the  patient  need  not  be  kept  in  bed 
for  more  than  a week  at  the  outside.  Until  the  opening  is 
closed,  frequent  bathing  and  syringing  must  be  most  carefully 
attended  to,  and  the  vulva  must  be  kept  covered  by  any  soft 
ointment.  While  the  patient  remains  in  bed,  and  later 
during  the  night,  the  most  convenient  arrangement  is  for  her 
to  lie  on  her  back,  on  a large  circular  water-cushion  with  a 
hole  in  the  centre.  To  prevent  wetting  the  bed,  in  addition 
to  the  usual  draw-sheet  and  mackintosh,  one  or  more  layers 
of  wood-wool  tissue  should  be  placed  in  the  centre  of  the 
water-cushion.  This  is  usually  more  comfortable  than  lying 
on  a rubber  bed-pan. 

The  administration  of  boracic  acid  internally,  and  the 
very  frequent  bathing  locally,  combined,  of  course,  with  the 
rest  afforded  to  the  bladder  by  the  fistulous  opening,  will 
quickly  cure  the  cystitis.  The  patient  will  naturally  wish  to 
have  the  opening  closed  with  as  little  delay  as  possible.  No 
time  can  be  stated  for  doing  this.  Eleven  days  is  the 
shortest  time  the  writer  has  ever  been  able  to  close  such  an 
opening. 

The  closing  of  an  artificial  fistula  does  not  differ  in  any 
detail  from  the  operation  already  described  under  the  head 
of  vesico-vaginal  fistula. 
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Stone. 

The  operation  for  the  removal  of  a stone  from  the  female 
bladder  requires  very  little  consideration,  after  what  has  been 
said  about  the  treatment  of  cystitis  by  operation. 

If  the  stone  is  small,  it  can  be  removed  through  the 
urethra  after  dilatation.  But  the  limit  of  such  dilatation 
must  always  be  short  of  tearing.  Hegar’s  dilators  are  as 
suitable  as  any.  Should  the  orifice  of  the  urethra  be  torn,  it 
must  be  sewn  up  at  once,  and  with  the  very  greatest  care  and 
exactitude.  If  this  accident  happen  before  the  stone  has 
been  extracted,  and  not  as  it  is  being  drawn  through  the 
urethra,  no  further  effort  must  be  made  to  remove  it  by  this 
path  ; but  it  must,  without  delay,  be  removed  through  an 
opening  in  the  base  of  the  bladder.  It  will  not  be  advisable 
to  stitch  together  the  walls  of  the  opening  in  the  bladder. 
Even  if  the  opening  closes  quickly,  the  urethra  will  have  had 
some  days  of  complete  rest,  and  will  have  had  time  to  heal. 

When  the  stone  is  too  large  to  come  through  the  urethra, 
and  cannot  be  easily  crushed,  an  incision  should  be  made  on 
a sound  through  the  anterior  vaginal  wall,  as  has  been 
described  in  the  previous  operation,  unless  the  stone  is  very 
large,  when  it,  instead  of  the  point  of  the  sound,  can  be  cut 
on.  Unless  the  wound  is  very  long,  no  stitches  should  be  put 
in.  In  such  a case,  part  of  the  wound  near  the  cervix  may 
be  closed.  As  the  presence  of  a stone  will  have  set  up  more 
or  less  cystitis,  it  is  an  advantage  to  have  the  wound  open  for 
a short  time  ; and  by  using  plenty  of  bathing  and  syringing 
with  warm  water,  the  wound  will  probably  close  of  itself 
in  ten  days  or  a fortnight. 


CHAPTER  XIV. 


OPERATIONS  FOR  URETHROCELE,  URETHRAL 
CARUNCLE,  AND  SKENE’S  GLANDS. 

Urethrocele. 

A urethrocele  is  simply  a prolapse  of  the  wall  between  the 
vagina  and  the  urethra.  A pouch  is  formed  between  the 
bladder  and  the  meatus.  After  a time  this  pouch  becomes 
inflamed,  the  walls  thicken,  and  the  contents  become 
purulent. 

The  condition  is  not  a common  one : the  writer  saw  one 
case  in  the  Women’s  Hospital,  New  York,  in  1881,  and  a 
second  in  private  some  years  afterwards.  This  latter  case 
was  the  only  one  seen  by  the  late  Dr.  Thomas  Keith  in 
forty-seven  years  of  practice. 

No  special  preparation  is  required  for  the  operation,  and 
a Sims  speculum,  sound,  bistoury,  needle-holder,  needle, 
silk,  and  sponges  are  the  only  essential  instruments 
necessary. 

The  patient  is  ansesthetised,  placed  on  the  left  side,  and 
the  speculum  introduced.  The  sound  is  passed  into  the 
urethra,  and  with  the  point,  the  most  prominent  part  of  the 
pouch  is  pushed  outwards.  It  is  quite  unnecessary  to  try  to 
disinfect  the  parts,  as  the  contents  of  the  urethrocele  are 
putrid.  Now  cut  straight  down  on  the  point  of  the  sound, 
making  an  opening  at  least  large  enough  to  let  in  the  finger, 
but  being  careful  not  to  go  within  at  least  a quarter  of  an 
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inch  of  the  meatus,  nor  to  cut  into  the  bladder,  and  the 
operation  is  almost  finished. 

The  urethral  wall  may  be  as  thick  as  half  an  inch,  and 
there  will  be  some  bleeding.  This  will  probably  stop  of 
itself ; but  if  it  does  not,  the  pressure  exerted  by  the  stitches 
will  be  sufficient  to  check  it.  Put  in  one  silk  or  horse-hair 
stitch  in  the  middle  of  each  side,  stitching  together  the  edges 
of  the  lining  mucous  membrane  of  the  urethra  and  of  the 
mucous  membrane  of  the  vagina.  If  this  is  not  done,  the 
opening  will  probably  close  too  soon,  and  before  the  wall  and 
the  urethral  lining  membrane  have  completely  returned  to 
their  natural  condition.  At  the  end  of  two  weeks,  or  as  soon 
as  the  thickening  has  disappeared,  the  opening  can  be  closed. 

No  after-treatment  is  required  beyond  bathing  frequently 
with  a saturated  solution  of  boracic  acid,  and  keeping  the 
patient  in  bed  for  a few  days.  Complete  control  over  the 
bladder  is  not  in  any  way  affected  by  this  operation. 

A somewhat  similar  condition  may  be  met  with  where, 
instead  of  a pouch  forming  part  of  the  urethra,  there  may  be 
a pouch  communicating  with  the  passage  by  a small  opening. 
The  treatment  of  such  a condition  is  identical  with  that 
already  described. 


Urethral  Caruncle. 


The  removal  of  a urethral  caruncle  is  such  a simple 
matter  that  it  would  hardly  be  worth  mentioning  if  it 
were  not  that  a certain  amount  of  doubt  has  been  expressed 
whether  these  painful  growths  recur  or  not.  The  reason  for 
this  doubt  is  that  a diseased  condition  in  the  same  neigh- 
bourhood has  been  confounded  with  it. 

The  growths  are  so  sensitive  that  it  is  necessary  either 
to  give  chloroform  or  to  use  a cocaine  spray.  The  latter  is 
often  sufficient,  though  at  times  the  impact  of  the  spray  will 
even  cause  pain.  Having  deadened  the  sensibility  of  the 


7 


98 


G YN/E C OLOGICA L OPERA T/ONS. 


part,  cut  of!  the  growth,  which  will  be  seen  to  have  more  or 
less  of  a neck,  with  scissors,  and  make  pressure  on  the  cut 
surface  with  a piece  of  wool.  L)o  not  leave  a morsel  of 
growth  behind.  If  the  bleeding  does  not  stop,  apply  a 
styptic,  and  keep  up  the  pressure.  In  applying  a styptic 
use  very  little,  and  do  not  let  it  spread  round  the  orifice  of 
the  urethra,  or  the  patient  will  not  be  grateful,  especially 
when  she  has  to  pass  water.  It  is  not  necessary  for  the 
patient  to  stay  in  bed. 

Skene’s  Glands. 

The  condition  which  has  been  mistaken  for  a urethral 
caruncle  is  one  of  inflammation  in  two  glands,  which  run,  one 
on  each  side,  for  f in.  or  f in.  parallel  to  the  urethra. 
Here  it  is  not  sufficient  to  remove  the  evidence  of  the  in- 
flammation seen  outside,  which  may  consist  of  one  or  more 
painful  granulations,  but  the  disease  in  the  glands  themselves 
must  be  treated.  When  the  treatment  by  local  application 
has  failed,  the  glands  must  be  laid  open. 

The  instruments  required  are  : a bistoury,  or  very  slender 
pair  of  scissors,  and  a fine  probe.  The  probe  is  passed  into 
the  gland,  and,  using  this  as  a guide,  the  whole  length  of  the 
gland  can  be  slit  up ; or  one  blade  of  the  scissors  is  used 
instead  of  the  probe.  The  only  objection  to  this  plan  is,  that 
the  wounds  are  inclined  to  heal  up  too  soon  ; and  an  alternat- 
ive plan  is  to  pass  the  probe,  make  the  tissue  tense  with  it, 
and  with  a fine  cautery,  such  as  a worn-out  tenotomy  knife, 
open  through  into  the  gland,  and  cauterise  also  the  interior. 


CHAPTER  XV. 


REMOVAL  OF  THE  LABIA,  AND  OF  LABIAL  CYSTS. 

It  may  be  occasionally,  though  rarely,  necessary  to  remove 
either  one  or  both  labia  minora,  or  labia  majora. 

The  operation  on  the  first  mentioned  is  very  simple 
indeed.  The  patient  is  anaesthetised ; and  after  the  parts 
have  been  washed,  the  one  labium  is  cut  off  with  scissors 
almost,  but  not  quite,  entirely.  Should  there  be  bleeding,  it 
may  be  necessary  to  tie  one  or  more  vessels.  As  soon  as  the 
haemorrhage  has  been  arrested,  the  cut  edges  of  mucous 
membrane  are  brought  accurately  together  with  horse-hair 
stitches,  the  ends  being  cut  off  quite  short.  Treat  the  other 
labium  in  the  same  way.  No  dressing  is  required. 

The  after-treatment  consists  in  keeping  the  patient  in 
bed  till  the  wounds  have  thoroughly  healed,  and  in  having 
the  catheter  passed  for  the  first  two  or  three  days.  If  the 
wounds  are  inclined  to  become  moist,  bathe  frequently  with 
a weak  solution  of  spirits  and  water  containing  corrosive 
sublimate. 

The  removal  of  one  of  the  labia  majora  for  other  than 
malignant  disease  is  a somewhat  more  formidable  operation. 
As  there  may  be  free  bleeding,  an  assistant,  in  addition  to 
the  anaesthetist,  will  be  required.  It  will  be  necessary  to 
remove  the  hairs  from  the  one  half  of  the  vulva,  after  the 
patient  has  been  anaesthetised. 

There  is  no  actual  difficulty  in  removing  the  labium : 
make  two  elliptical  incisions  round  the  base  from  before 


100 


G YN/E COLO GICA L OPERA TIO NS. 


backwards,  while  the  patient  lies  on  the  hack,  making  the 
inner  one  as  much  as  possible  through  the  mucous  membrane. 
Cut  through  the  base  from  behind  forwards,  if  the  tissue 
seems  to  he  very  vascular.  If  not,  it  is  more  convenient  to 
cut  from  before  backwards.  In  some  cases  the  bleeding  may 
be  so  excessive  as  to  make  it  advisable  to  put  forceps  on  to 
bleeding  vessels  before  the  mass  is  removed ; in  others  the 
labium  can  be  removed  first,  and  the  bleeding  vessels  caught 
up  afterwards.  As  it  is  very  much  more  convenient  to  have 
primary  union,  the  stitches  should  not  be  put  in  till  oozing 
has  completely  stopped.  Silk  stitches  are  best.  They 

should  be  passed  from  one  edge  to  the  other,  completely 
buried  in  the  tissues.  By  doing  this,  no  cavity  is  left 
behind  in  which  blood  can  collect;  but  it  should  only  be 
done  when  the  operation  has  not  been  hurried,  and  the 
wound  is  quite  dry. 

Superficial  skin  stitches  are  required,  if  the  edges  of 
the  wound  are  not  lying  exactly  together  at  every  part. 
A dressing  of  a thin  film  of  wool  and  collodion  is  sufficient. 

Bemoval  of  the  parts  in  the  neighbourhood  of  the 

vulva  for  malignant  disease  is  best  done  with  the  thermo- 
cautery, when  the  disease  is  extensive.  The  operation  is 
not  one  which  requires  much  technical  skill.  After  the 
patient  has  been  made  insensible,  the  whole  of  the  diseased 
part  is  to  be  removed  by  the  pointed  thermo-cautery  instru- 
ment, the  skin  being,  if  possible,  removed  half  an  inch 

beyond  the  growth.  The  cautery  must  be  kept  at  a dull 
heat,  and  the  removal  of  the  growth  must  not  be  hurried. 
It  must  be  done  very  slowly  and  deliberately.  The  area 
to  be  removed  should  be  mapped  out  first  by  burning 

through  the  skin  all  round. 

The  after-treatment  consists  in  keeping  the  part  as 
dry  as  possible  until  the  wound  begins  to  heal.  When 

this  commences,  a wet  dressing  answers  best;  chlorinated 
soda  lotion  is  a good  application ; but  as  one  can  have 
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too  much  of  even  a good  lotion,  it  should  be  changed  to 
red  wash,  sulphate  of  copper,  or  something  else  at  least 
every  five  days.  A stimulating  lotion  used  continually 
quickly  loses  its  effect. 

It  is  best  to  remove  a small  growth  with  the  knife. 

Removal  of  Labial  Cysts. 

The  operative  treatment  of  labial  cysts  consists  either 
in  making  an  incision  and  draining,  or  in  removing  the 
cyst  wall  entirely.  The  latter  is  in  every  way  the  better 
treatment. 

The  instruments  required  are : a bistoury,  catch  forceps, 
scissors,  curved  needle,  silk,  and  catgut.  The  preparatory 

treatment  is  as  usual  before  any  operation,  and  in  addition, 
the  hair  on  the  labium  can  be  removed  after  the  patient  has 
been  anaesthetised. 

It  is  advisable  to  make  the  incision  through  mucous 
membrane  if  possible,  and  this  can  usually  be  managed 
by  rolling  out  the  labium.  As  there  is  no  special  advantage 
in  having  the  incision,  which  is  to  be  made  in  the  long 
axis  of  the  labium,  specially  short,  it  is  best  to  make  it 
long  enough  not  to  hamper  one  in  the  subsequent 
enucleation. 

When  the  cyst  is  a small  one,  say  not  larger  than  a 
walnut,  it  may  be  removed  whole,  by  cutting  round  with 
scissors,  while  the  assistant  keeps  the  edges  of  the  wound 
out  of  the  way.  All  bleeding  vessels  should  be  temporarily 
secured  with  forceps  as  the  enucleation  proceeds,  and  a catgut 
ligature  should  be  put  on  round  the  last  connections,  before 
the  cyst  is  entirely  severed.  If  this  is  not  done,  there  is 
often  troublesome  oozing  from  the  deepest  part  of  the 
wound,  and  the  depth  of  the  cavity,  after  the  cyst  has 
been  removed,  is  very  much  greater  than  appears  to  be 
the  case  while  the  sac  is  still  being  drawn  on. 
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When  the  cyst  is  a large  one,  it  is  better  to  open 
freely  into  it,  as  soon  as  the  incision  and  a slight  separation 
of  the  overlying  tissue  has  been  made,  rather  than  to 
attempt  to  remove  it  entire.  After  emptying  the  contents, 
dry  out  the  interior  thoroughly,  so  that  there  may  be  no 
fouling  of  the  wound.  Then,  holding  the  sac  with  the 
thumb  and  forefinger  of  the  left  hand,  sever  the  connec- 
tions with  blunt-pointed  scissors  round  and  round,  using  the 
huger  in  the  sac  as  a guide,  and  in  this  way  avoid 
wandering  off  into  the  loose  cellular  tissue.  Do  not  finish 
the  separation  without  every  now  and  then  relaxing  the 
tissue,  to  allow  bleeding  points  to  show  themselves,  and 
be  temporarily  secured  with  forceps.  As  before,  ligature 
the  last  connections  before  completely  removing  the  cyst. 

As  soon  as  the  cyst  has  been  removed,  tie  every  vessel 
on  which  the  forceps  have  been  put,  without  trying  to 
see  whether  the  pressure  has  stopped  the  bleeding  or  not. 
Pick  up  every  oozing  spot  that  can  be  seen,  and  tie ; then 
apply  a sponge  wrung  out  of  water  at  about  100'  F. 
until  the  wound  is  quite  dry.  This  part  of  the  operation 
may  take  ten  or  fifteen  minutes.  When  the  wound  is 
quite  dry,  the  stitches  can  be  put  in.  If  a curved 
needle  can  be  passed  from  one  side  of  the  wound  to  the 
other,  buried  in  its  whole  extent  in  the  tissues,  the  stitches 
should  be  passed  in  this  way,  using  silk.  If  not,  begin 
with  a long  fine  catgut  thread  at  the  bottom  of  the 
wound,  and  stitch  in  layers,  finally  bringing  the  skin 
edges  together  with  horse-hair.  To  dispense  with  a drainage 
tube  in  this  way,  one  must  feel  confident  that  everything 
has  been  clean,  and  that  all  bleeding  points  have  been 
secured.  When  one  does  not  feel  safe  to  do  without  a 
drain,  it  is  not  necessary  to  be  so  exceedingly  careful  to 
arrest  all  the  oozing,  nor  need  the  stitches  do  more  than  bring 
the  skin  edges  together. 

When  a very  large  cyst  has  been  removed,  it  is  some- 
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times  necessary  to  remove  an  oval  piece  of  skin  so  as  to 
bring  the  edges  well  together,  without  too  much  redundancy. 
When  the  wound  has  been  closed  without  a drainage  tube, 
a dressing  of  a thin  film  of  wool  with  collodion  is  quite 
sufficient.  When  a drainage  tube  has  been  left  in,  it  need 
not  reach  to  within  moi’e  than  half  an  inch  of  the  deepest 
part  of  the  wound,  and  it  is  as  well  to  stitch  it  to  the 
edge  of  the  skin.  The  dressing  consists  of  a few  folds  of 
gauze,  soaked  in  1 in  8 carbolic  acid  and  glycerine,  and 
plenty  of  absorbent  wool  can  be  packed  about.  It  is  very 
little  use  to  try  and  keep  a bandage  in  place. 

The  after-treatment  consists  in  keeping  the  patient 
in  bed  till  the  wound  is  healed.  The  catheter  must  be  passed 
for  a couple  of  days  when  the  collodion  dressing  is  used ; 
for  longer  when  there  is  a drainage  tube.  At  the  end  of  two 
days  the  drainage  tube  should  be  taken  out.  When  this  is 
done,  a shorter  one  with  a silk  thread  tied  to  it  should  be  in 
readiness  to  be  put  in  at  once.  This  second  one  will  usually 
be  able  to  be  dispensed  with  in  another  two  days’  time ; but 
if  the  patient  is  restless,  it  is  difficult  to  keep  it  in  the 
wound. 

Whenever  there  has  been  both  a redundancy  of  skin 
and  a drainage  tube,  the  wound  may  not  be  quite  firmly 
healed  for  at  least  two  weeks. 


CHAPTER  XVI. 


PELVIC  ABSCESS. 

The  treatment  of  a pelvic  abscess  consists  in  opening  by  a free 
incision  as  soon  as  possible,  ancl  in  draining.  Whether  the 
incision  is  to  be  made  through  the  abdominal  wall,  or  from 
the  vagina,  will  depend  very  much  on  the  size  of  the  abscess. 
When  it  is  large,  and  when  it  is  evident  that  the  sac  can  be 
fixed  to  the  abdominal  wall,  doubtless  this  is  the  better  route, 
and  directions  for  the  operation  will  be  found  in  any  book  on 
abdominal  surgery. 

When  the  abscess  is  to  be  opened  from  the  vagina,  there 
is  no  time,  nor  is  there  any  necessity,  for  preparatory  treat- 
ment. The  opening  is  to  be  made  at  the  lowest  part  of  the 
pelvis,  and  an  incision,  which  under  ordinary  circumstances 
would  not  be  high  enough  to  enter  the  pouch  of  Douglas,  will 
in  most  cases  let  out  the  pus. 

The  only  instruments  required  are : a bistoury,  retractor, 
and  dressing  forceps.  Some  drainage  tubes  will  also  be 
needed.  An  anaesthetic  can  usually  be  dispensed  with. 

The  patient  is  placed  on  the  back,  on  a Kelly  pad,  either 
on  a table,  or,  if  she  is  very  weak,  at  the  edge  of  the  bed. 
A Sims  speculum  or  retractor  keeps  the  anterior  vaginal  wall 
out  of  the  way.  The  forefinger  of  the  left  hand  is  passed 
into  the  rectum,  and  the  thumb  into  the  vagina.  The  finger 
and  thumb  locate  the  lowest  part  of  the  swelling,  and  while 
the  thumb  draws  back  the  perinseum,  the  bistoury  is  pushed 
through  from  the  vagina  into  the  swelling.  The  finger  in  the 


PEL  VIC  ABSCESS. 


io5 

rectum  acts  as  a guide,  and  prevents  the  incision  going  too 
far  in  that  direction.  The  incision  is  to  be  enlarged  towards 
the  cervix,  and  in  the  axis  of  the  vagina.  Before  the  bistoury 
is  taken  out,  the  assistant  should  pass  along  it  and  well  into 
the  cavity,  a pair  of  closed  dressing  forceps. 

If  the  patient  is  very  weak,  sufficient  relief  will  have  been 
given,  and  it  is  best  to  content  one’s-self  without  washing  out 
the  abscess  cavity,  being  satisfied  to  continue  the  emptying 
of  the  pus  through  a large-sized  drainage  tube,  to  which  a 
short  piece  has  been  stitched  in  a T-shaped  fashion.  It  is 
passed  in,  grasped  in  forceps,  while  the  closed  blades  of  the 
dressing  forceps  in  the  wound  are  expanded.  The  patient  is 
put  back  to  bed,  and  some  wood-wool  tissue  or  marine  lint, 
which  must  be  frequently  changed,  is  tucked  between  the 
thighs  to  collect  the  discharge. 

When  the  patient  is  stronger,  the  abscess  cavity  should 
be  carefully  but  very  thoroughly  washed  out,  by  passing  in 
the  nozzle  of  a syringe,  decidedly  smaller  than  the  wound,  and 
syringing  out  with  warm  boracic  lotion.  No  attempt  must 
be  made  to  empty  the  abscess  by  pressing  from  above.  A 
drainage  tube,  in  this  case  also,  must  be  left  in.  If  a patient 
lies  very  quiet,  an  ordinary  tube  will  keep  in  ; but  it  is 
better  not  to  trust  to  this,  and  to  fasten  on  the  cross  part. 

The  washing  out  should  be  done  once,  or  at  first  twice,  a 
day  by  the  surgeon,  and  by  no  one  else.  The  tube  will 
require  to  be  changed  every  day  ; it  should  always  be  removed 
ovei  a probe,  so  that  there  will  be  no  chance  of  losing  the 
direction  of  the  wound.  It  is  not  always  a simple  matter  to 
get  a tube  back,  when  no  guide  has  been  left. 

At  the  end  of  a week  or  ten  days,  the  patient  should,-  if 
possible,  be  got  out  of  bed,  and  gradually  allowed  to  walk  about. 
If  the  opening  has  been  made  at  the  most  dependent  point,  the 
cavity  will  quickly  close,  as  a rule ; but  if  it  is  slow  to  heal, 
the  boracic  can  be  changed  for  some  more  stimulating  lotion, 
though  it  is  well  not  to  make  this  too  strong  at  first. 


CHAPTER  XVII. 


PARTIAL  OR  COMPLETE  OCCLUSION  OF 
THE  VAGINA. 

A narrowing  of  the  vagina,  not  due  to  injury,  may  vary  from 
a slight  amount,  which  does  not  require  treatment,  and  which 
may  disappear  almost  naturally,  to  complete  closure  of  the 
passage,  with  consequent  retention  of  the  menstrual  fluid. 

We  may  take  as  types,  the  imperforate  hymen  ; the 
narrowing  of  the  vagina  nearer  the  cervix,  by  a more  or  less 
complete  diaphragm ; and  the  general  contraction  of  the 
canal.  Of  these  three,  an  operation  is  imperatively  necessary 
in  the  first ; advisable,  under  certain  circumstances,  in  the 
other  two. 

The  instruments  required  for  the  operation  of  opening 
the  canal  obstructed  by  an  imperforate  hymen  consist  only 
in  a Clover’s  crutch  and  a thermo-cautery.  Should  there  he 
a complete  obstruction  higher  up,  retractors  will  also  be 
necessary. 

The  patient  is  anaesthetised,  and  the  Clover’s  crutch  put 
on.  The  exact  position  of  the  retained  fluid  having  been 
ascertained,  by  a combined  examination  with  the  finger  in  the 
rectum  and  a sound  in  the  urethra  or  bladder,  the  obstruc- 
tion is  to  be  very  slowly  and  very  thoroughly  destroyed  with 
the  cautery.  There  is  a far  greater  tendency  to  make  the 
opening  too  small  than  too  large.  At  one  time  a very  small 
opening  was  considered  to  be  the  best.  As  the  special  object 
of  using  the  cautery  is  to  avoid  having  a wound  through 
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which  there  might  be  absorption,  the  very  greatest  care  must 
be  paid  by  the  assistant  who  has  charge  of  the  thermo-cautery, 
to  prevent  it  becoming  at  all  too  hot. 

It  is  a matter  of  opinion  whether  it  is  better  to  wash 
away  the  fluid.  On  the  whole,  it  is  better  not  to  attempt  to 
do  so  at  the  time  of  the  operation.  Although  the  fluid  is 
thick  and  does  not  come  away  quickly,  no  pressure  must  be 
made  to  cause  it  to  run  faster. 

The  patient  should  be  put  back  to  bed  as  soon  as  the 
flow  begins  to  slacken,  well  teased-out  marine  lint  or  wood- 
wool tissue  being  placed  to  take  up  the  discharge.  At  first 
this  should  be  changed  at  least  every  hour.  It  is  not 
necessary  to  wash  out  the  vagina  for  the  first  forty-eight 
hours,  if  there  is  no  general  disturbance.  From  the  third 
day  onwards,  the  vagina  should  be  washed  out  twice  a day 
with  a couple  of  quarts  or  so  of  hot  water,  run  from  a douche 
can  placed  at  a slightly  higher  level  than  the  patient,  because 
little  force  is  wanted.  The  douching  can  be  discontinued  as 
soon  as  the  water  comes  back  colourless. 

If  the  general  condition  of  the  patient  is  not  satisfactory, 
and  does  not  improve  after  a thoroirgh  washing  out,  the 
surgeon  should  pass  a tube  well  into  the  uterus,  and  wash 
out  with  a large  quantity  of  warm  boracic  lotion. 

The  patient  must  be  kept  in  bed  till  the  coloured  dis- 
charge has  entirely  ceased,  and  she  must  return  at  gradually 
increasing  intervals  to  see  that  no  contraction  is  taking  place. 
If  necessary,  a bougie  must  be  passed  through  the  obstruction, 
and  left  in  for  at  least  five  minutes  every  day. 

When  a diaphragm  which  does  not  completely  close  -the 
vagina  has  to  be  operated  on,  the  difficulty  will  increase  in 
proportion  to  the  depth  at  which  it  is  situated. 

The  instruments  required  will  include  a Clover’s  crutch, 
retractors,  straight  scissors,  long  artery  forceps,  single  tenaculaj 
needle-holder,  fine  short  needles,  and  fine  silk. 
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The  exact  steps  of  the  operation  will  depend  on  how 
easily  the  site  can  be  exposed,  and  on  the  thickness  and 
amount  of  the  diaphragm.  What  has  to  he  done  is  to  cut 
through  the  entire  thickness  at  one  point  with  scissors,  then, 
grasping  one  of  the  cut  parts,  to  remove  the  whole  by  a 
circular  dissection.  The  result  of  this  is,  that  there  is  a 
wound  round  the  whole  circumference  of  the  vagina.  This 
method  ought  only  to  be  employed  when  it  is  possible  to 
stitch  accurately  together  the  edges  of  the  wound  at  every 
part.  It  can  be  done  when  the  obstruction  is  near  the  out- 
side, and  when  the  base  of  the  diaphragm  is  not  very  thick. 
The  alternative  plan  is  to  cut  through  the  diaphragm  at 
one  or  more  points,  and  stitch  these  in  the  opposite  direction, 
as  described  in  Skene’s  operation  for  anteflexion.  This  will 
not  be  easy ; it  may  be  impossible,  and  the  operation  will  then 
consist  in  freely  cutting  through  the  obstruction  at  several 
points,  and  in  keeping  the  wounds  from  contracting  by 
suitable  plugs  or  bougies. 

When  the  vagina  is  too  small,  the  narrowing  may  be 
caused  by  the  contraction  of  cicatrices.  Even  if  the  whole 
of  the  obstruction  is  not  caused  by  their  presence,  they  must 
be  cut  across,  and  the  wounds  stitched  in  the  opposite  direc- 
tion. When  these  have  healed,  the  vagina  must  be  dilated 
by  wearing  suitable  dilators  for  a gradually  increasing  time 
every  day. 


CHAPTER  XVIII. 


VAGINAL  FIXATION  OF  THE  UTEEUS  FOE 
EETEOVEESION. 

This  operation  has  come  much  into  vogue  in  the  last  few 
years.  There  has  not  yet  been  time  to  judge  if  the  results 
will  he  permanent ; but  from  what  has  been  reported  it 
seems  that  there  is  a fair  prospect  of  such  being  the  case. 
One  great  difficulty — and  this  occurs  also  when  considering 
the  report  of  successful  results  after  Alexander’s  operation 
when  performed  for  retroversion — is,  that  it  is  impossible  to 
say  that  the  cases  could  not  have  been  cured  with  a pessary. 

The  instruments,  etc.,  required  are : a Clover’s  crutch,  a 
bistoury,  blunt  scissors,  catch  forceps,  two  single  tenacula,  a 
double  tenaculum,  needle  forceps,  short  curved  needles,  sponges 
and  holders,  retractors,  a sound,  silk,  and  lotion. 

The  steps  of  the  operation  are  as  follows : the  patient  is 
ansesthetised,  is  lifted  on  to  the  table  on  a Kelly  pad,  and 
the  crutch  is  fixed  on.  The  vagina,  opened  with  retractors, 
is  swabbed  out.  A double  tenaculum  is  fixed  on  to  the 
cervix.  A transverse  incision  is  made  across  the  vagina  in 
front  of  the  cervix ; and  the  wound  between  the  uterus  and 
the  bladder,  and  which  is  to  be  kept  close  to  the  uterus,  is 
deepened  with  the  fingers,  or  the  point  of  the  closed  scissors. 
A sound  is  passed  into  the  uterus,  and  the  organ  is  anteverted, 
to  allow  of  one  of  the  tenacula  being  fixed  into  its  substance 
through  the  bottom  of  the  wound.  Now,  holding  the 
tenaculum  firmly,  try  if  the  uterus  can  be  retroverted  with 
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the  sound.  At  this  stage  it  probably  will  be  able  to  be 
retroverted.  Deepen  the  wound,  while  the  tenaculum  in  the 
uterus  is  held  by  the  assistant,  and  fix  the  second  tenaculum 
in  the  uterus,  above  the  first,  and  consequently  nearer  to  the 
fundus.  Continue  working  towards  the  fundus  in  this  way, 
until  a point  is  reached  when  the  uterus  cannot  be  retroverted, 
while  held  in  front  by  a tenaculum.  The  peritoneal  cavity 
may  be  opened  into. 

Any  bleeding  vessels  can  now  be  tied,  before  the  stitches 
are  put  in.  As  the  vaginal  wound  is  to  be  closed  not 
transversely  but  longitudinally,  this  must  be  borne  in  mind 
when  the  uterus  is  being  fixed  in  its  new  position.  The  point 
on  the  uterus  where  the  highest  tenaculum  has  been  fixed  is 
to  be  stitched  to  the  wound.  This  stitch  is  to  be  passed  from 
one  edge  of  the  vaginal  wound,  taking  a good  hold  of  the 
tissues,  through  the  uterus,  and  through  the  tissues  on  the 
opposite  side.  Before  it  is  tied,  and  while  the  ends  are  held 
in  the  position  they  will  be  in  when  it  is  secured,  it  is  well  to 
again  try  and  retrovert  the  uterus  with  the  sound.  If  it  can 
be  done,  the  stitch  has  not  been  placed  high  enough  up  on  the 
uterus,  and  another  must  be  passed  nearer  the  fundus.  The 
rest  of  the  wound  is  closed,  aud  as  the  anterior  wall  of  the 
vagina  is  thereby  lengthened,  the  cervix  is  pushed  backwards. 
The  stitch  in  the  uterus  should  be  left  in  for  two  or  three 
weeks,  or  longer  if  it  is  not  causing  irritation.  Before  the 
patient  begins  to  go  about,  a light  ring  pessary  should  be  put 
in,  and  worn  for  two  or  three  months.  The  pessary  must  of 
course  not  be  allowed  to  come  against  the  wound. 

Temporary  stitches  are  sometimes  recommended,  instead  of 
using  the  tenacula.  To  anyone  accustomed  to  these  instru- 
ments, it  will  be  found  that  they  answer  as  well,  and  their 
use  saves  a considerable  amount  of  time. 


CHAPTER  XIX. 


OPERATIONS  FOR  FISTULA  IN  ANO  AND 
HAEMORRHOIDS. 

Rectal  fistulae  can  be  treated  in  three  ways:  (1)  A probe- 
pointed  bistoury  can  be  passed  through  the  fistula,  and  the 
tissues  cut  through,  the  opening  being  dressed  with  oiled 
lint.  This  is  the  old  plan.  (2)  After  the  fistulous  tract  has 
been  laid  open,  all  the  hard  tissue  can  be  dissected  out,  and 
the  wound  made  to  heal  from  the  bottom.  This  operation 
requires  an  anaesthetic.  (3)  Instead  of  leaving  the  wound  to 
heal  by  granulation,  stitches  can  be  put  in  after  every  morsel 
of  hard  tissue  has  been  removed.  This  last  operation  is  per- 
formed as  follows : — 

The  bowels  having  been  very  well  cleared  out,  the  patient 
is  anaesthetised,  and  is  placed  on  the  table,  on  the  back. 
Clover’s  crutch  is  put  on,  and  the  fistula  is  laid  open  from 
within  outwards  with  a probe-pointed  bistoury.  With 
scissors  and  forceps,  all  the  hard  tissue  is  dissected  out,  until 
a perfectly  fresh  wound  has  been  obtained.  While  the 
assistant  keeps  the  wound  open,  all  bleeding  points  are 
secured  with  fine  catgut.  When  the  bleeding  has  ceased, 
pass  as  many  stitches  as  may  be  necessary,  from  one  edge  of 
the  wound,  buried  in  the  tissues,  to  the  corresponding  edge, 
very  much  in  the  manner  described  when  a tear  of  the 
perinseum  through  the  sphincter  was  treated  of,  except  that 
it  is  not  necessary  to  go  deeply  into  the  tissues  on  each  side, 
as  the  wound  is  a recent  one.  The  first  stitch  is  passed 
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immediately  outside  the  anal  mucous  membrane  on  the  one 
side,  and  round  to  the  other,  just  outside  the  edge  of  the 
mucous  membrane.  This  stitch  shuts  off  the  canal  from  the 
rest  of  the  wound.  The  remaining  stitches  must  all  be 
buried. 

The  after-treatment  consists  in  moving  the  bowels  on  the 
third  day,  and  in  taking  out  the  stitches  on  the  eighth. 

Haemorrhoids. 

The  operation  for  piles  will  depend  on  whether  the 
swellings  are  outside,  inside,  or  partly  in  and  partly  out.  Xo 
operation  must  be  performed  during  any  stage  of  an  attack 
of  inflammation.  Before  any  operation,  the  bowels  must  be 
very  well  cleared  out  with  medicine  and  an  enema. 

When  the  piles  are  entirely  outside,  the  best  plau  is  to 
cut  them  away  with  scissors.  The  patient,  lying  on  the  side 
or  back,  is  anaesthetised,  and  is  drawn  well  to  the  edge  of  the 
bed.  The  first  thing  to  do  is  to  stretch  the  sphincter  ani, 
although  this  is  usually  recommended  only  when  the  piles 
are  internal.  Instead  of  using  the  thumbs,  it  is  better  to 
begin  with  the  two  forefingers.  These  should  be  passed  well 
into  the  rectum,  and  the  traction  made  downwards  as  well  as 
outwards,  till  the  middle  fingers  can  be  got  in  also.  Continue 
the  dilatation  with  the  four  fingers  for  some  minutes,  as 
what  is  wanted  is  not  only  the  stretching,  but  also  the  partial 
paralysis  of  the  muscle.  When  the  thumbs  are  used,  there 
is  apt  to  be  some  Assuring,  where  the  skin  and  mucous 
membrane  join.  It  is  hardly  possible  to  stretch  the  muscle 
too  much,  and  the  mistake  that  is  usually  made  is  to  stretch 
it  too  little  and  too  quickly. 

Now  cut  away  part  of  each  pile,  being  very  careful  not  to 
go  quite  as  far  as  the  junction  of  skin  and  mucous  membrane, 
sufficient  to  bring  the  parts  back  to  their  natural  condition, 
when  the  edges  are  stitched  together.  If  the  whole  of  each 
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of  the  swellings  is  removed,  there  will  either  be  a contraction 
of  the  anus  ; or,  dilatation  will  have  to  be  carried  out  while  the 
healing  process  is  going  on,  and  for  a long  time  afterwards. 
This  is  at  first  exquisitely  painful. 

As  soon  as  each  pile  has  been  cut  off,  tie  any  vessels 
which  bleed  ; then  remove  the  next  projection.  By  the  time 
all  have  been  removed,  it  will  be  seen  if  bleeding  has  stopped. 
Carefully  stitch  together  the  skin  edges  of  each  pile  with  fine 
soft  horse-lmir  ; make  a double  knot,  and  cut  the  ends  off  quite 
short.  These  fine  stitches  come  out  of  themselves.  Put  on 
neither  dressing  nor  bandages,  but  insert  a morphia 
suppository  high  up  into  the  rectum.  If  the  part  is  moist, 
bathe  frequently  with  weak  eau  de  Cologne  and  water. 

Move  the  bowels  on  the  third  or  fourth  day  and  every 
second  day  after,  and  keep  the  patient  in  bed  for  from  eight 
to  ten  days. 

When  the  piles  are  internal,  a different  method  is  to  be 
preferred.  A pile  clamp,  the  best  of  which  is  probably 
Smith’s,  cautery  of  some  form,  and  a few  pairs  of  forceps 
will  be  required.  It  is  also  well  to  be  provided  with  some 
fine  silk  or  catgut,  in  case  there  should  be  any  bleeding. 

The  muscle  having  been  stretched,  the  lower  part  of  the 
piles  will  be  seen  to  be  projecting  through  the  anus.  The 
most  prominent  is  to  be  caught  hold  of  with  catch  forceps, 
and  the  pile  drawn  down.  To  secure  the  whole  of  it,  a 
second  and  perhaps  a third  pair  will  require  to  be  put  on 
higher  up,  in  the  long  axis  of  the  rectum,  never  across  it. 
The  clamp  is  now  put  on  behind  the  forceps,  also  of  course 
with  the  blades  parallel  to  the  long  axis  of  the  rectum ; and 
when  several  piles  have  to  be  removed,  too  much  should  not 
be  drawn  in  through  the  blades.  Screw  the  clamp  up 
tightly,  and  put  a folded  towel  under  it,  on  both  sides,  to 
prevent  all  risk  of  the  skin  being  burnt.  Burn  off  the  pile, 
flush  with  the  clamp,  with  a cautery  barely  red  hot,  and  then 
unscrew  the  blades.  If  there  is  bleeding,  the  advice  usually 
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given  in  text-books  is  to  screw  up  the  blades  again  and  apply 
more  beat ; but  as  soon  as  the  screw  is  loosened,  the  stump 
of  the  pile  slips  away,  before  it  can  be  caught  again  in  the 
clamp. 

The  whole  thing  has  to  be  gone  over  from  the  beginning 
if  there  is  haemorrhage.  When  the  operation  is  done  carefully 
and  gently,  there  is  hardly  any  chance  of  bleeding,  though, 
when  the  cautery  is  used  too  hot,  or  when  the  clamp  is 
removed  roughly,  bleeding  is  common  enough. 

Eeinove  the  rest  of  the  piles  in  the  same  way,  exposing 
them,  if  necessary,  by  everting  the  anterior  wall  by  pressure 
from  the  vagina,  or  by  drawing  it  towards  the  pubes.  In  the 
female  there  is  no  difficulty  in  dealing  with  internal  piles ; 
nor,  for  the  matter  of  that,  is  there  in  the  male  when  the 
muscle  has  been  satisfactorily  stretched. 

When  speaking  of  the  external  swellings,  it  was  mentioned 
that  the  junction  of  skin  and  mucous  membrane  should  be 
avoided ; the  same  holds  good  for  the  internal,  and  it  is  well 
with  them  to  keep  very  clear  of  the  skin.  The  after- 
treatment  consists  in  the  free  use  of  morphia  and  belladonna 
suppositories,  and  in  moving  the  bowels  with  castor-oil  on  the 
third  or  fourth  day,  depending  on  the  amount  of  food  the 
patient  has  been  able  to  take.  When  the  bowels  seem 
to  be  ready  to  move,  the  nurse  should  carefully  inject  into 
the  rectum  half  an  ounce  of  a 1 per  cent,  solution  of  cocaine 
in  olive  oil.  Usually  there  is  a very  considerable  amount  of 
pain,  with  perhaps  a little  blood,  when  the  bowels  move  the 
first  time.  Two  days  afterwards  the  laxative  is  to  be 
repeated,  followed  by  the  oil  and  cocaine.  After  that  the 
oil  will  not  be  required. 

The  patient  will  be  able  to  get  up  on  the  eighth  or  tenth 
day,  and  before  leaving  she  should  be  impressed  with  the 
necessity  of  having  the  bowels  regularly  moved,  and  be 
provided  with  a suitable  laxative. 

When  the  piles  are  both  internal  and  external,  the  best 
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plan  is  to  perform  the  two  operations  already  described  at 
the  same  time,  doing  the  internal  one  first. 

When  the  operation  for  piles  is  performed  in  the  way 
described,  no  dressing  is  required,  nor  is  it  necessary  to  pass 
bougies  to  keep  the  canal  from  contracting.  It  is,  however, 
advisable  to  insert  the  finger  into  the  rectum  before  the 
patient  passes  out  of  one’s  hands,  to  make  sure  that  there  is 
no  tendency  to  contraction. 


CHAPTER  XX. 


REMOVAL  OF  THE  COCCYX. 

Tiie  removal  of  the  coccyx  seems  to  be  included  in  the 
department  of  women’s  surgery.  There  is  no  operation 
which  is  more  deceptive.  On  touching  the  coccyx,  it  is  felt 
to  be  immediately  underneath  the  skin,  and  one  would 
imagine  that  its  removal  was  the  easiest  thing  possible,  and 
that  it  would  almost  slip  out  as  soon  as  the  incision  was 
made. 

The  preparation  for  the  operation  consists  in  cleansing 
the  skin ; and  in  the  very  thorough  emptying  of  the  bowels, 
as  it  is  advisable  to  keep  them  quiet  for  at  least  a week 
after  the  operation. 

The  instruments,  etc.,  required  are : a bistoury,  scissors, 
catch  forceps,  two  retractors,  a strong  sharp  hook  for  drawing 
the  coccyx  upwards,  or  a strong  double  tenaculum,  bone 
pliers,  curved  needles,  catgut,  silk,  sponges,  gauze  dressing 
saturated  with  1 in  8 carbolic  acid  and  glycerine,  wood-wool 
tissue,  and  bandages. 

The  patient  is  anaesthetised,  and  is  placed  on  the  side  or 
back.  A free  incision  is  then  made  over  the  entire  length 
of  the  coccyx,  exactly  in  the  middle  line,  and  down  to  the 
bone.  While  the  wound  is  kept  open  by  the  retractors, 
dissect  with  scissors,  keeping  close  to  the  bone,  especially 
towards  the  tip ; and  as  soon  as  possible  fix  the  sharp  hook 
into  the  tip.  When  this  has  been  done,  make  strong  traction 
on  the  bone,  and  continue  freeing  it  from  its  connections  on 
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both  sides  and  behind.  When  the  tip  is  quite  free  from  its 
attachments,  it  can  be  more  easily  manipulated  by  catching 
hold  of  it  with  the  double  tenaculum.  Whenever  the 
separation  has  been  continued  to,  or  almost  to,  the  sacral  end 
of  the  bone,  it  is  usually  recommended  that  it  should  be  cut 
through  with  pliers.  This  is  an  easy  but  a bad  plan,  and 
need  seldom  be  resorted  to.  It  is  much  better  to  disarticulate, 
though  it  is  a little  difficult,  as  the  tip  of  the  sacrum 
overlaps  the  upper  part  of  the  coccyx.  It  is  best  done  with 
the  bistoury.  The  difficulty  is  overcome  with  a little 
patience,  and  by  being  able  to  manipulate  the  coccyx 
firmly. 

The  cavity  which  is  left  when  the  coccyx  has  been 
removed,  is  a surprise  to  every  one  who  sees  the  operation 
for  the  first  time : both  the  width,  and  more  especially  the 
depth,  being  much  greater  than  one  would  expect. 

The  next  thing  is  to  tie,  with  very  fine  catgut,  every 
bleeding  vessel,  and  then  to  keep  up  the  application  of 
moderate  warmth  till  all  oozing  has  entirely  ceased.  This 
can  be  done  by  keeping  the  wound  filled  with  boiled  water, 
reduced  to  about  the  body  temperature,  for  from  ten  to 
fifteen  minutes.  For  this  suggestion  the  writer  is  indebted 
to  a well-known  provincial  Gynaecologist. 

When  the  wound  is  dry,  the  stitches  can  be  put  in ; and 
to  secure  accuracy,  it  is  best  to  pass  the  centre  one  first.  A 
curved  needle,  threaded  with  moderately  fine  silk,  not  thicker 
than  No.  2\ , is  passed  from  the  centre,  close  to  the  skin 
edge  of  the  wound  on  the  one  side,  buried  in  the  tissues,  to 
as  near  the  deepest  part  of  the  wound  on  the  same  side  as 
possible,  and  is  then  drawn  out.  It  is  reinserted  so  as.  to 
take  up  the  deepest  part  of  the  wound,  drawn  out,  and  then 
passed  through  the  thickness  of  the  other  side  of  the  wound 
from  within  outwards.  If  it  were  possible,  the  stitches 
might  be  passed  at  one  sweep,  buried  in  their  whole  course ; 
but  the  wound  is  much  too  deep  to  allow  of  this  being 
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done.  All  the  remaining  stitches,  and  there  should  he 
plenty,  are  passed  in  the  same  way.  Should  there  be  any 
oozing  or  bleeding  after  they  are  all  in,  this  must  be  arrested 
either  with  ligatures  or  with  warm  water.  When  the  wound 
is  quite  dry,  tie  the  stitches  very  carefully,  and  not  too 
tightly.  Between  each,  put  one,  or  if  necessary  two,  horse- 
hair stitches  through  the  skin,  to  keep  the  edges  both  fixed 
and  exactly  in  apposition.  Put  on  the  dressing  of  gauze  and 
wood-wool  tissue,  and  bandage  it  carefully  in  position. 

By  performing  the  operation  in  this  way,  one  is  entitled 
to  expect  primary  union,  with  the  wround  firmly  closed,  within 
ten  days.  When  a drainage  tube  is  used,  or  when  the  wound 
is  not  carefully  brought  together  in  every  part,  it  is  not 
uncommon  to  find  that  the  wound  will  not  have  healed  under 
from  five  to  eight  weeks. 

The  after-treatment  consists  in  keeping  the  patient  quiet 
and  Hat  in  bed.  She  may  lie  in  any  position  she  prefers. 
If  there  is  no  pain  in  the  wound,  it  need  not  be  looked  at 
until  the  time  arrives  for  taking  out  the  stitches ; though, 
after  the  first  two  days,  it  does  not  do  any  harm  to  look  at 
it,  so  long  as  it  is  not  washed  or  interfered  with  in  any  way. 
The  patient  must  not  be  allowed  to  sit  up  in  bed,  and  the 
catheter  will  have  to  be  used  if  she  cannot  pass  her  water 
lying,  though  it  is  very  seldom  that  a patient  cannot  do  so. 
One  should  be  in  no  hurry  to  suggest  relief  being  given  by 
the  catheter.  If  a patient  thinks  that  she  must  manage  it 
herself,  she  is  almost  sure  to  be  successful  within  fifteen  or 
twenty  hours. 

The  bowels  should  not  be  moved  for  a week.  As  soon 
as  this  has  been  done,  the  stitches  may  be  taken  out,  and 
the  patient  is  able  to  get  out  of  bed  two  or  three  days  later. 
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Surgeon,  Civil  Hospital ; Professor  of  Chemistry,  Royal  College, 
Mauritius ; Author  of  “ Geographical  Pathology.”  The  Articles 
are  contributed  by  Sir  Joseph  Fayrer,  Drs.  Macnamara, 
Patrick  Manson,  Lane  Notter,  E.  A.  Birch,  R.  W.  Cop- 
pinger,  David  Bruce,  G.  M.  Sternberg,  Montague  Lub- 
bock, Hy.  Cayley,  Sonsino,  The  Editor,  etc.  etc.  One 
volume,  royal  8vo,  cloth,  pp.  xx.,  1014.  Illustrated  with  engravings 
and  full-page  plates.  Price  31s.  6d. 


s 


CATALOGUE  OF  MEDICAL  PUBLICATIONS 


Davis,  Edward  P.,  A.M.,  M.D., 

Professor  of  Obstetrics  and  Diseases  of  Infancy  in  the  Philadelphia  Polyclinic-  Clini- 
cal Professor  of  Obstetrics,  Jefferson  Medical  College,  Philadelphia. 

A TREATISE  ON  OBSTETRICS  FOR  STUDENTS  AND 
PRACTITIONERS.  Large  8vo,  cloth,  pp.  553,  illustrated  with 
2 1 7 engravings  and  30  plates  in  colours  and  monochrome.  Price 
16s.  nett. 


Dercum,  Francis  X.,  A.M.,  M.D.,  Ph.D.,  ' 

Clinical  Professor  of  Nervous  Diseases,  Jefferson  Medical  College,  Philadelphia; 
President  of  the  American  Neurological  Association. 


A TEXT-BOOK  ON  NERVOUS  DISEASES.  By  American 
Authors.  Royal  8vo,  cloth,  pp.  xvi.,  1056.  Illustrated  with  341 
engravings  and  7 coloured  plates.  Price  25s.  nett. 


***  The  list  of  contributors  includes  the  following  well-known 
names : — 


N.  E.  Brill,  M.D. 

Charles  W.  Burr,  M.D. 
Joseph  Collins,  M.D. 
Charles  L.  Dana,  M.D. 

F.  X.  Dercum,  M.D. 

E.  D.  Fisher,  M.D. 

Landon  Carter  Gray,  M.D. 
C.  A.  Herter,  M.D. 
George  W.  Jacoby,  M.D. 

W.  W.  Keen,  M.D.,  LL.D. 
Philip  Coombs  Knapp,  M.D. 


James  Hendrie  Lloyd,  M.D. 
Charles  K.  Mills,  M.D. 

S.  Weir  Mitchell,  M.D.,  LL.D. 
Charles  A.  Oliver,  M.D. 
William  Osler,  M.D. 
Frederick  Peterson,  M.D. 
Morton  Prince,  M.D. 

G.  E.  DE  SCHWEINITZ,  M.D. 
Wharton  Sinkler,  M.D. 

M.  Allen  Starr,  M.D. 

James  C.  Wilson,  M.D. 


De  Schweinitz,  G.  E.,  A.M.,  M.D., 


Professor  of  Ophthalmology  in  the  Philadelphia  Polyclinic;  Clinical  Professor  of 
Ophthalmology  in  the  Jefferson  Medical  College,  Philadelphia. 


TOXIC  AMBLYOPIAS;  their  Classification,  History,  Symptoms, 
Pathology,  and  Treatment.  Royal  Svo,  cloth,  pp.  238,  with  46 
figures  in  the  text,  and  9 full-page  plates.  Price  16s.  nett. 


Edinburgh  Hospital  Reports. 

Edited  by  G.  A.  Gibson,  M.D.,  D.Sc. ; C.  W.  Cathcart,  M.A., 
M.B.  ; John  Thomson,  M.D. ; and  D.  Berry  Hart,  M.D. 
Issued  annually,  Svo,  cloth,  pp.  xvi.,  650  or  thereby,  handsomely 
printed.  Illustrated  with  full -page  plates  and  engravings.  Price  per 
volume,  12s.  6d.  nett,  carriage  free.  Volumes  I.  II.  III.  IV.  and 
V.  now  ready. 
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Edinburgh  Medical  Journal. 

Edited  by  G.  A.  Gibson,  M.D.,  D.Sc.,  F.R.C.P.Ed.,  Assistant 
Physician,  Edinburgh  Royal  Infirmary. 

Assisted  in  Special  Departments  by — 

A.  Lockhart  Gillespie,  M.D.,  F.R.C.P.Ed.,  Medical  Registrar, 
Edinburgh  Royal  Infirmary  (Medicine'). 

Alexis  Thomson,  M.D.,  F.R.C.S.Ed.,  Assistant  Surgeon,  Edinburgh 
Royal  Infirmary  (Surgery). 

Francis  W.  N.  Haultain,  M.D.,  F.R.C.P.Ed.,  Physician  for  Diseases 
of  Women,  Deaconess  Hospital,  Edinburgh  (Obstetrics  and  Gynce- 
cology). 

Ralph  Stockman,  M.D.,  F.R.C.P.Ed.,  Professor  of  Materia  Medica 
in  the  University  of  Glasgow  (Therapeutics). 

R.  F.  C.  Leith,  M.A.,  M.B.,  B.Sc.,  F.R.C.P.Ed.,  Professor  of  Path- 
ology, Mason  University  College,  Birmingham  (Pathology). 

D.  J.  Cunningham,  M.D.,  D.Sc.,  F.R.S.,  LL.D.,  D.C.L.,  Professor 
of  Anatomy  in  the  University  of  Dublin  (Applied  Anatomy). 

Thos.  H.  Milroy,  M.D.,  B.Sc.,  Demonstrator  of  Physiology,  Uni- 
versity of  Edinburgh  (Physiology). 

Sir  J.  Batty  Tuke,  M.D.,  D.Sc.,  F.R.C.P.Ed.,  Physician  Super- 
intendent, Saughton  Hall  Asylum;  and  J.  MacPherson,  M.D., 
F.R.C.P.Ed.  (Insanity). 

W.  Allan  Jamieson,  M.D.,  F.R.C.P.Ed.,  Physician  for  Diseases  of 
the  Skin,  Edinburgh  Royal  Infirmary  (Diseases  of  the  Skin). 

P.  M'Bride,  M.D.,  F.R.C.P.Ed.,  Aural  Surgeon  and  Laryngologist, 
Edinburgh  Royal  Infirmary;  and  A.  Logan  Turner,  M.D., 
F.R.C.S.Ed.,  Surgeon  for  Diseases  of  Ear  and  Throat,  Deaconess 
Hospital,  Edinburgh  (Diseases  of  the  Ear , Throat , and  Nose). 

George  A.  Berry,  M.B.,  F.R.C.S.Ed.,  Ophthalmic  Surgeon,  Edin- 
burgh Royal  Infirmary ; and  W.  G.  Sym,  M.D.,  F.R.C.S.Ed., 
Senior  Assistant  Ophthalmic  Surgeon,  Edinburgh  Royal  Infirmary 
(Diseases  of  the  Eye). 

G.  H.  Melville  Dunlop,  M.D.,  F.R.C.P.Ed.,  Extra  Physician, 
Royal  Hospital  for  Sick  Children,  Edinburgh  (Diseases  of  Children). 

C.  Hunter  Stewart,  M.B.,  D.Sc.,  F.R.S.E.,  Professor  of  Public 
Health,  University  of  Edinburgh  (Public  Health). 

Harvey  Littlejohn,  M.A.,  B.Sc.,  M.B.,  F.R.C.S.Ed.,  Lecturer  on 
Medical  Jurisprudence,  Surgeons’  Hall,  Edinburgh  (Medical  Juris- 
prudence). 

The  Volumes  begin  with  the  Issues  for  January  and  July 

Subscription  One  Guinea  per  annum  (in  advance)  post  free.  For  the 
Colonies  and  Abroad,  Twenty-four  Shillings  per  annum  (in 
advance)  post  free.  Single  Numbers  Two  Shillings  each. 

Ewald,  Dr.  C.  A., 

Extraordinary  Professor  of  Medicine  at  the  University  of  Berlin;  Director  of  the 
Augusta  Hospital. 

DISEASES  OF  I HE  STOMACH.  Authorised  translation,  with 
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special  additions  by  the  Author,  by  Morris  Manges,  A.M.,  M.D., 
attending  Physician,  Mount  Sinai  Hospital,  New  York  City.  Large 
8vo,  cloth,  pp.  xvi.,  498,  with  30  illustrations.  Price  16s. 

Felkin,  R.  W.,  M.D.,  F.R.S.E.,  F.R.G.S., 

Lecturer  on  Diseases  of  the  Tropics  and  Climatology,  School  of  Medicine,  Edinburgh. 

GEOGRAPHICAL  DISTRIBUTION  OF  SOME  TROPICAL 
DISEASES  AND  THEIR  RELATION  TO  PHYSICAL 
PHENOMENA.  8vo,  cloth,  pp.  54.  Illustrated  with  16  coloured 
maps.  Price  5s. 

Frost,  W.  Adams,  F.R.C.S., 

Ophthalmic  Surgeon  and  Lecturer  on  Ophthalmic  Surgery,  St.  George's  Hospital ; 
Surgeon,  Royal  Westminster  Ophthalmic  Hospital,  London. 

THE  FUNDUS  OCULI,  with  an  Ophthalmoscopic  Atlas,  illus- 
trating its  Physiological  and  Pathological  Conditions.  In  one 
handsome  4to  volume,  extra  cloth,  gilt  top,  with  47  plates, 
exhibiting  107  beautifully  coloured  figures,  and  numerous  engrav- 
ings in  the  text.  Price  63s.  nett. 


Fuller,  Eugene,  M.D., 

Instructor  in  Genito-Urinary  and  Venereal  Diseases,  Post-Graduate  Medical  School, 
New  York. 

DISORDERS  OF  THE  MALE  SEXUAL  ORGANS.  Large  8vo, 
cloth,  pp.  242.  Illustrated  with  8 plates  and  25  figures  in  the  text. 
Price  9s. 

Gibbes,  Heneage,  M.D., 

Professor  of  Pathology  in  the  University  of  Michigan  ; formerly  Lecturer  on  Histology- 
in  the  Medical  School,  Westminster  Hospital. 

PRACTICAL  PATHOLOGY  AND  MORBID  HISTOLOGY. 
8vo,  cloth,  pp.  362.  Illustrated  with  60  photographic  reproduc- 
tions. Price  12s.  6d. 


Gibson,  G.  A.,  M.D.,  D.Sc.,  F.R.C.P.Ed., 

Lecturer  on  the  Principles  and  Practice  of  Medicine  in  the  Edinburgh  Medical 
School ; Assistant  Physician,  Edinburgh  Royal  Infirmary. 

DISEASES  OF  THE  HEART  AND  AORTA.  8vo,  cloth, 
pp.  xxiv.,  932.  Illustrated  with  210  figures  in  the  text.  Price 
24s.  (Pent lands  Medical  Series,  Volume  Sixth.) 

TEXT  BOOK  OF  MEDICINE.  By  British  Teachers.  Edited  by 
G.  A.  Gibson,  M.D.,  D.Sc.  In  Press.  Royal  Svo,  pp.  xxiv.,  1250, 
with  illustrations. 

The  following,  among  others,  will  contribute Professors  W.  T. 

* Gairdner,  Thomas  Oliver;  Sir  William  R.  Gowers,  Sir 
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Lauder  Brunton,  Sims  Woodhead,  Doctors  J.  Mitchell 
Bruce,  F.  W.  Mott,  Stephen  Mackenzie,  Hector  Mackenzie, 
Hale  White,  Sidney  Martin,  W.  Pasteur,  A.  A.  Kanthack, 
Patrick  Manson,  J.  W.  Moore,  W.  Allan  Jamieson,  A.  P. 
Luff,  R.  T.  Williamson,  J.  O.  Affleck,  William  Russell, 
Alex.  Bruce,  R.  W.  Philip,  the  Editor,  etc.  etc. 


Gibson,  G.  A.,  M.D.,  D.Sc.,  F.R.C.P.Ed., 

Lecturer  on  the  Principles  and  Practice  of  Medicine  in  the  Edinburgh  Medical 
School ; Assistant  Physician,  Edinburgh  Royal  Infirmary  ; 

and 

Russell,  William,  M.D.,  F.R.C.P.Ed., 

Assistant  Physician,  Edinburgh  Royal  Infirmary ; Lecturer  on  Pathology 
and  Morbid  Anatomy  in  the  Edinburgh  Medical  School. 

PHYSICAL  DIAGNOSIS.  A Guide  to  Methods  of  Clinical 
Investigation.  Second  Edition.  Crown  8vo,  cloth,  pp.  xvi.,  376, 
with  109  illustrations,  some  coloured.  Price  10s.  6d.  (. Pentlands 

Students'  Manuals .) 


Graham,  James,  M.A.,  M.D., 

Late  Demonstrator  of  Anatomy,  Sydney  University  ; Medical  Superintendent,  Prince 
Alfred  Hospital,  Sydney. 

HYDATID  DISEASE  IN  ITS  CLINICAL  ASPECTS.  8vo, 
cloth,  pp.  xvi.,  204,  with  34  full-page  coloured  plates.  Price  16s. 


Hall,  H.  Newbery,  Ph.G.,  M.D., 

Professor  of  Pathology  and  Medical  Chemistry,  Post-Graduate  Medical  School  ; 
Surgeon  to  the  Emergency  Hospital,  etc.,  Chicago. 

COMPEND  OF  PATHOLOGY  AND  MORBID  ANATOMY. 
Crown  8vo,  cloth,  pp.  204,  with  91  illustrations.  Price  4s.  6d. 


Hare,  Hobart  Amory,  M.D.,  B.Sc., 

Clinical  Professor  of  the  Diseases  of  Children  and  Demonstrator  of  Therapeutics  in 
the  University  of  Pennsylvania;  Physician  to  St.  Agnes’s  Hospital  and  to  the 
Medical  Dispensary  of  the  Children’s  Hospital,  Philadelphia. 

SYSTEM  OF  PRACTICAL  THERAPEUTICS.  By  Various 
Authors.  Edited  by  Hobart  Amory  Hare,  M.D.  In  6 volumes, 
royal  8vo,  cloth,  of  about  500  pages  each.  Uniform  with  the 
“Cyclopaedia  of  Children’s  Diseases”  and  “Systems  of  Gynaecology 
and  Obstetrics.”  Price  per  volume,  12s.  6d.  nett,  carriage  free. 

Supplement,  bringing  the  work  up  to  date,  in  two  volumes, 
royal  8vo,  cloth.  Price  25s.  nett,  carriage  free. 
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Hatfield,  Marcus  P.,  A.M.,  M.D., 

Professor  of  Diseases  of  Children,  Chicago  Medical  College. 

COMPEND  OF  DISEASES  OF  CHILDREN.  Crown  8vo,  cloth, 
pp.  1 86,  with  coloured  plate.  Price  4s.  6d. 

Haultain,  F.  W.  N.,  M.D.,  F.R.C.P.Ed., 

Lecturer  on  Midwifery  and  Diseases  of  Women,  School  of  Medicine;  Physician  for 
Diseases  of  Women,  Deaconess’  Hospital;  Obstetric  and  Gynecological  Physician, 
Royal  Dispensary ; Examiner,  Royal  College  of  Physicians,  Edinburgh ; and 

Ferguson,  J.  Haig,  M.D.,  F.R.C.P.Ed., 

Lecturer  on  Midwifery  and  Diseases  of  Women,  School  of  Medicine  and 
Jubilee  Institute  for  Nurses;  Examiner  in  Midwifery,  University  of 
Edinburgh  and  Royal  College  of  Physicians. 

HANDBOOK  OF  OBSTETRIC  NURSING.  Third  Edition, 
revised  and  enlarged.  Crown  8vo,  cloth,  pp.  xvi.,  263.  Illustrated 
with  coloured  plate  and  37  wood  engravings.  Price  5s. 

Hayem,  Georges,  M.D., 

Professor  of  Clinical  Medicine  in  the  Faculty  of  Medicine  of  Paris. 

PHYSICAL  AND  NATURAL  THERAPEUTICS  : the  Remedial 
Uses  of  Atmospheric  Pressure,  Climate,  Heat  and  Cold,  Hydro- 
therapeutic  Measures,  Mineral  Waters,  and  Electricity.  Edited  by 
Hobart  Amory  Hare,  M.D.,  Professor  of  Therapeutics  and 
Materia  Medica,  Jefferson  Medical  College,  Philadelphia.  Large 
8vo,  cloth,  pp.  426,  with  113  illustrations  in  the  text.  Price  14s. 


Hirst,  Barton  Cooke,  M.D., 

Professor  of  Obstetrics  in  the  University  of  Pennsylvania;  and 

Piersol,  George  A.,  M.D., 

Professor  of  Embryology  and  Histology  in  the  University  of  Pennsylvania. 

HUMAN  MONSTROSITIES.  In  handsome  folio,  containing 
about  230  pages  of  text,  illustrated  with  engravings  and  39  full- 
page  photographic  plates  from  Nature.  In  four  fasciculi.  Price 
25s.  each  nett,  carriage  free.  The  edition  is  limited,  and  is  for 
sale  only  by  subscription. 

Holland,  J.  W.,  M.D., 

Professor  of  Medical  Chemistry  and  Toxicology,  Jefferson  Medical  College,  Phila- 
delphia. 

THE  URINE  AND  THE  COMMON  POISONS,  MEMORANDA, 
CHEMICAL  AND  MICROSCOPICAL,  FOR  LABORATORY 
USE.  Second  Edition,  revised  and  enlarged.  Oblong  crown  Svo, 
cloth,  pp.  65,  with  28  illustrations.  Price  4s. 
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Horwitz,  Orville,  B.S.,  M.D., 

Chief  of  the  Outdoor  Surgical  Department,  Jefferson  Medical  College  Hospital,  Phila- 
delphia. 

COMPEND  OF  SURGERY.  Fourth  Edition,  revised.  Crown  8vo, 
cloth,  pp.  272,  with  136  illustrations.  Price  5s. 


Hughes,  Daniel  E.,  M.D., 

Late  Demonstrator  of  Clinical  Medicine  in  the  Jefferson  Medical  College,  Phila- 
delphia. 

COMPEND  OF  THE  PRACTICE  OF  MEDICINE.  Fourth 
Edition,  revised  and  enlarged.  Crown  8vo,  cloth,  pp.  328. 
Price  7s.  6d. 


Hygiene  and  Diseases  of  Warm  Climates. 

( See  Davidson.) 

James,  Alex.,  M.D.,  F.R.C.P.Ed., 

- Lecturer  on  the  Principles  and  Practice  of  Medicine  in  the  School  of  Medicine,  Edin- 
burgh; Assistant  Physician,  Edinburgh  Royal  Infirmary. 

PULMONARY  PHTHISIS.  Its  Etiology,  Pathology,  and  Treat- 
ment. 8vo,  cloth,  pp.  xii.,  285.  Price  9s. 


Jamieson,  W.  Allan,  M.D.,  F.R.C.P.Ed., 

Extra  Physician  for  Diseases  of  the  Skin,  Edinburgh  Royal  Infirmary  ; Consulting 
Physician,  Edinburgh  City  Hospital ; Lecturer  on  the  Diseases  of  the  Skin,  School 
of  Medicine,  Edinburgh. 

DISEASES  OF  THE  SKIN.  A Manual  for  Students  and  Prac- 
titioners. Fourth  Edition,  revised  and  enlarged.  8vo,  cloth, 
pp.  xvi.,  676,  with  coloured  illustrations.  Price  21s.  ( Pentland’s 

Medical  Series,  Volume  First.) 

Johnstone,  Alexander,  F.G.S., 

Lecturer  on  Botany,  School  of  Medicine,  Edinburgh. 

BOTANY.  A Concise  Manual  for  Students  of  Medicine  and 
Science.  Crown  8vo,  cloth,  pp.  xvi.,  260,  with  164  illustrations 
and  a series  of  floral  diagrams.  Price  6s.  ( Pentland’s  Students’ 

Manuals.) 


Journal  of  Pathology  and  Bacteriology. 

Edited,  with  the  Collaboration  of  Distinguished  British  and  Foreign 
Pathologists,  by  German  Sims  Woodhead,  M.D.,  Professor  of 
Pathology  in  the  University  of  Cambridge;  Assisted  in  Special 
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Departments  by  Allan  Macfadyen,  M.D.,  Sidney  Martin,  M.D. 
(Lond.)  ( Pathological  Chemistry) ; S.  G.  Shattock,  F.R.C.S. 
( Morbid  Anatomy  and  Histology ) ; G.  E.  Cartwright  Wood,  M.D. 
(Edin.)  (. Bacteriology ).  Subscription,  One  Guinea  per  annum 
(in  advance),  post  free.  Volumes  I.  to  V.  can  also  be  had  in 
extra  cloth  binding.  Price  25s.  each  nett. 


It  has  been  felt  for  some  time  that  the  want  in  this  country  of  a 
Journal  dealing  specially  with  General  and  Experimental  Pathology 
has  militated  most  seriously  against  the  free  interchange  of  ideas, 
not  only  between  English-speaking  pathologists,  but  also  between 
British  and  Foreign  workers. 

Although  the  Transactions  of  the  Pathological  Society  deal  with 
communications  which  are  brought  before  its  members,  there  is  no 
medium  in  which  longer  articles,  and  especially  those  from  workers 
throughout  the  United  Kingdom  and  abroad,  can  be  brought 
before  a less  limited  circle  of  readers.  It  has  been  thought 
desirable,  therefore,  to  found  a journal  specially  devoted  to  the 
publication  of  original  contributions  to  General  Pathology,  Patho- 
logical Anatomy,  and  Experimental  Pathology,  including 
Bacteriology.  These  articles  will,  of  course,  be  mainly  from 
British  Laboratories  and  Hospitals  ; but  the  co-operation  of  many 
distinguished  Continental,  American,  and  Colonial  Pathologists  has 
been  obtained,  and  papers  written  or  edited  by  them  will  be  placed 
before  our  readers. 

In  order  to  increase  the  interest  and  extend  the  usefulness  of  the 
Journal,  it  is  intended  that,  in  addition  to  original  articles,  critical 
summaries  of  work  done  in  special  departments  of  Pathology  and 
Bacteriology  shall  from  time  to  time  be  published.  All  articles 
appearing  in  the  Journal  will  be  signed. 

The  Journal  appears  at  least  four  times  a year,  but  it  will  be 
issued  more  frequently  if  necessary,  in  order  to  ensure  publication 
of  all  papers  as  early  as  possible  after  they  are  received. 

The  numbers  issued  throughout  the  year  form  a volume,  royal  8vo, 
of  about  500  pages.  They  are  printed  on  good  paper,  and  freely 
illustrated  with  Woodcuts  and  Chromo-lithographs. 

Amongst  those  who  collaborate  are  the  following : — Sir  Henry 
Acland,  Bart.,  Oxford  ; J.  G.  Adami,  Montreal ; S.  Arloing,  Lyons  ; 
B.  Bang,  Copenhagen ; Ch.  Bouchard,  Paris  ; R.  Boyce,  Liver- 
pool ; J.  Rose  Bradford,  London ; H.  Buchner,  Munich ; Sir 
Charles  Cameron,  Dublin ; Angelo  Celli,  Rome ; A.  Chantemesse, 
Paris ; A.  B.  Charrin,  Paris ; A.  Chauveau,  Paris ; W.  Watson 
Cheyne,  London ; H.  Chiari,  Prague ; W.  T.  Councilman, 
Boston;  D.  D.  Cunningham,  Calcutta;  S.  Delepine,  Manchester; 
J.  Dreschfeld,  Manchester;  D.  Drummond,  Newcastle;  Von 
Esmarch,  Koenigsberg;  Ch.  Firket,  Liege ; R.  H.  Fitz,  Boston; 
P.  Grawitz,  Greifswald ; W.  S.  Greenfield,  Edinburgh ; E.  H. 
Hankin,  Agra ; Victor  Horsley,  London  ; F.  Hueppe,  Prague ; 
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O.  Israel,  Berlin ; E.  Klebs,  Zurich ; Alfred  Lingard,  Poonah ; 
Lord  Lister,  London ; O.  Lubarsch,  Rostock  ; P.  Marie,  Paris  ; 
E.  Metchnikoff,  Paris ; F.  W.  Mott,  London ; Robert  Muir, 
Glasgow ; E.  Nocard,  Alfort ; T.  Oliver,  Newcastle;  J.  Orth, 
Gottingen;  William  Osier,  Baltimore;  J.  F.  Payne,  London; 
T.  Mitchell  Prudden,  New  York ; J.  M.  Purser,  Dublin  ; J.  C. 
Salomonsen,  Copenhagen  ; J.  Burdon  Sanderson,  Oxford  ; C.  S. 
Sherrington,  Liverpool ; J.  Lorrain  Smith,  Belfast ; A.  M.  Stalker, 
Dundee;  H.  Stilling,  Lausanne;  I.  Straus,  Paris;  T.  P.  Ander- 
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